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Abstract 
 
The current research project explored the research question: “How are Clinical 
Psychologists Affected by a Client’s Ability to Adapt to Adversity (Resilience)?” 
Little is known about the impact that clients have on clinical psychologists, and less is 
known regarding the positive impact that clients have on clinical psychologists. It has 
been suggested that a client’s resilience positively impacts clinicians. However, the 
area remains under explored. Thirteen clinical psychologists partook in this study. 
Semi-structured interviews explored their experiences with resilient clients. Grounded 
theory principles were applied to the collection and analysis of data. The results 
revealed four key themes: (1) Virtuous Action, (2) Psychologists’ Resilience, (3) 
Collaborative Crusade, and (4) Fortitude Spiral. Working with resilient clients 
resulted in outcomes that appear to help maintain a psychologist’s ability to continue 
with clinical work. These findings, the subthemes that comprise them, and 
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Glossary of Terms 
 
The following is a list of definitions for terms used within the current project. Unless 
otherwise stated, the terms have been referenced from the Merriam-Webster online 
dictionary at: http://www.merriam-webster.com (accessed on 22/03/2016).  
 
Adversity = A difficult situation or condition; misfortune or tragedy. 
 
Burnout (BO) = “A state of physical, emotional, & mental exhaustion caused by 
long-term involvement in emotionally demanding situations” (Pines & Aronson, 
1988, p.9). 
 
Compassion Fatigue (CF)/Secondary Traumatic Stress Disorder (STSD)= “The 
natural and consequent behaviors and emotions resulting from knowing about a 
traumatizing event experienced by a significant other- the stresses resulting from 
helping or wanting to help a traumatized or suffering person” (Figley, 1995, p.7). 
 
Compassion Satisfaction (CS)=  “The pleasure you derive from being able to do 
your work well” (Stamm, 2005, p.5).  
 
Fortitude = “Enduring difficulties for the sake of a ‘good’ cause; fortitude is seen as 
virtuous action” (Titus, 2006). 
 
Moral = Concerning or relating to what is right and wrong in human behaviour; 
based on what you think is right or good; agreeing with a standard of right behaviour.  
 
Posttraumatic Growth (PTG) = “The positive psychological change that results 
from engaging in the struggle associated with traumatic or highly challenging 
circumstances” (Tedeschi & Calhoun, 2004). 
 
Resilience = “A dynamic process encompassing positive adaptation within the 
context of significant adversity” (Luthar, Cicchetti, & Becker, 2000, p. 543). 
 
Vicarious Posttraumatic Growth (VPTG) = “The development of positive changes 
as a result of vicarious traumatic exposure” (Arnold, Calhoun, Tedeschi, & Cann, 
2005). 
 
Vicarious Resilience (VR) = “A unique and positive effect that transforms therapists 
in response to client trauma survivors’ own resiliency” (Hernandez et. al., 2007, p. 
237). 
 
Vicarious Traumatization (VT) = “The transformation in the inner experience of the 
therapist that comes about as a result of empathic engagement with the clients trauma 
material” (Pearlman & Saakvitne, 1995, p. 3). 
 
Virtue = Morally good behaviour or character; the good result that comes from 
something.  
	   xiv	  
People think they know what they want but they generally don’t. Sometimes if they’re 
lucky they’ll get it anyways. Me I was always lucky. My whole life. I wouldn’t be here 
otherwise. Scrapes I been in. But the day I seen her come out of Kerr’s Mercantile 
and cross the street and she passed me and I tipped my hat to her and got just almost 
a smile back, that was the luckiest. 
 
People complain about the bad things that happen to em that they 
don’t deserve but they seldom mention the good. About what they done to 
deserve them things. I don’t recall that I ever give the good Lord all that much 
cause to smile on me. But he did.  
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1.1 Background & Rationale 
 
For better or worse, experience marks us. The central tenet of psychological theory is 
the internalization of experience. These internalizations shape how we view ourselves 
and interact with our environment. However, we don’t need to be direct recipients of 
experience to be impacted. Merely hearing or seeing an experience can have 
consequences for the observer (Bandura, 1977).  
 
The vicarious influence of experience represents a challenge for mental health 
professionals working with victims of trauma. Caring for traumatized individuals can 
result in negative physical and emotional outcomes for carers that can impact their 
ability to care for others. Research examining the negative impact of caring for 
individuals who have experienced trauma, and the conceptual issues surrounding this 
area will be discussed in Chapter 2.   
 
Over the last 10 years, researchers have begun to investigate the potential for positive 
outcomes resulting from caring for traumatized individuals. Due to the recency of this 
line of inquiry, little is known regarding the positive impact resulting from caring for 
traumatized individuals. Understanding the positive impact of caring may open new 
theoretical ways of understanding and neutralising the negative impact of caring.  
 
One line of inquiry into the positive impact of caring is the proposed construct of 
Vicarious Resilience (VR). VR claims that, by caring for individuals who display 
resilience in the face of trauma, the clinician is positively impacted. Research 
examining the positive impact of caring and constructs such as VR are sparse. The 
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aim of the current research project is to build on this burgeoning area of research by 
investigating the question: “How are Clinical Psychologists Affected by a Client’s 
Ability to Adapt to Adversity (Resilience)?” To answer this research question, a 
grounded theory framework will be used to analyse qualitative data collected from 
semi-structured interviews conducted with clinical psychologists working with adults 
in the Health Service Executive (HSE).  
 
1.2 Thesis Outline 
 
Chapter 2 will explore the established research examining the negative impact of 
caring and the new constructs examining the positive impact of caring. A specific 
emphasis will be placed on the research that forms the conceptual basis for the 
construct of VR, as well as the concept of resilience. Aims of the current research will 
also be addressed.  
 
Chapter 3 will explore the methodology of the current research project. The rationale 
for the research design will be discussed as well as providing an account of how the 
research was conducted.  
 
Chapter 4 will discuss the findings of the current research project. Finally Chapter 5 
will discuss the findings of the current research in relation to other research, 
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2.1 Chapter Introduction 
This Chapter will explore the established research examining the negative impact of 
caring, followed by the relatively new constructs examining the positive impact of 
caring.  
 
The literature review was conducted in two stages. A preliminary overview of the 
literature was conducted. This involved examining the research on the positive impact 
of caring, the 2007, 2008, and 2010 papers on Vicarious Resilience, and research 
examining how resilience is defined. Following data collecting and analysis a second 
literature review was conducted examining current research on VR, and research 
regarding the processes underlying resilience.  
 
The literature reviews included searching published books, articles, reviews, and 
quantitative and qualitative studies. Articles and studies were sought on electronic 
databases (Medline, PudMed, PsychARTICLES, PsychINFO, British Education 
Index, CINAHL, and Google Scholar). Key search terms included: 
resilience/resilient/resiliency, vicarious 
resilience/trauma/learning/growth/development, post-traumatic 
growth/learning/development, positive/negative impact of caring, compassion 
satisfaction/fatigue, grounded theory, and constructivist grounded theory.  
 
2.2 Negative Impact of Caring 
The idea that adversity can indirectly affect individuals in the mental health 
profession has gained support in the area of traumatology. Research has shown that 
“helping professions” such as nursing, social work, psychology, and psychotherapy 
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are susceptible to the negative impact of caring (Collins & Long, 2003; Pearlman & 
Mac Ian, 1995; Voss Horrell, Holohan, Didion, & Vance, 2011). There are several 
terms used to describe the indirect effect of working with individuals who have 
experienced adversity. These include Burnout (BO), Vicarious Traumatization (VT), 
Secondary Traumatic Stress (STS), and Compassion Fatigue (CF). Research 
examining these constructs has been slow due to the terms being used interchangeably 
and limited research. The constructs and conceptual issues surrounding them will be 
discussed below.  
 
2.2.1 Burnout 
The construct of BO refers to “a state of physical, emotional, & mental exhaustion 
caused by long-term involvement in emotionally demanding situations” (Pines & 
Aronson, 1988, p. 9). The process under which BO develops is understood as a 
progressive, cumulative state rather than acute (Figley 1995; Maslach, 2001). It has 
been suggested that the progressive nature of BO is influenced by gradual exposure to 
job strain, lack of achievement, erosion of idealism, and intensive contact with clients 
(Collins & Long, 2003; Freudenberger, 1974; Maslach, 2001).  
  
BO is seen as a multidimensional construct with three components (Maslach, Jackson, 
& Leiter, 1996): (1) emotional exhaustion, (2) depersonalization, and (3) reduced 
personal accomplishment. Of these components, emotional exhaustion is considered 
to be the central feature of BO. When a carer’s emotional resources have become 
drained from the demands of the clients, organization, or superiors, the carer is said to 
be experiencing emotional exhaustion.   
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Symptoms of BO can be divided into five categories (Kahill, 1988): (1) physical e.g. 
fatigue, (2) emotional e.g. anxiety, depression, (3) behavioural e.g. aggression, (4) 
work-related e.g. absenteeism, poor work performance, and (5) interpersonal e.g. 
withdrawal. For a more detailed discussion of the negative symptoms of BO see 
Kahill (1988). 
 
2.2.2 Compassion Fatigue/Secondary Traumatic Stress  
Compassion Fatigue (CF) and Secondary Traumatic Stress Disorder (STSD) are used 
interchangeably and are believed to refer to the same construct. STSD was described 
by Figley (1995, p.7) as “the natural and consequent behaviors and emotions resulting 
from knowing about a traumatizing event experienced by a significant other - the 
stresses resulting from helping or wanting to help a traumatized or suffering person”.  
  
The construct of STSD is identical to Post Traumatic Stress Disorder (PTSD) in every 
way except for exposure. The symptoms of PTSD, such as re-experiencing the 
traumatic event, avoidance/numbing of reminders, and persistent arousal are evident 
in STSD. However, unlike PTSD, they are the by-products of indirect exposure to 
trauma (Figley, 1995).  
  
The term CF was coined by Joinson (1992) to describe the negative impact caring had 
on nurses. Figley (1995) suggested that CF represents a more user-friendly term and 
therefore should be used instead of STSD. For the remainder of this paper the term 
CF will be used to refer to STSD. The term Secondary Traumatic Stress (STS) is also 
used to describe a sub-threshold category of STSD in which a person has been 
negatively affected by indirect exposure to a traumatic event, but not to the same 
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extent as seen in CF (Valent, 2002). Prevalence rates of STS and CF vary. Meldrum, 
King, and Spooner (2002) found that 27% of professionals who work in the area of 
trauma experience extreme distress in their work, with 18% meeting the criteria of CF 
and a further 18% just below the cut-off point.  
  
The etiological model of CF suggests variables such as empathic ability, empathic 
concern, exposure to client, empathic response, compassion stress, sense of 
achievement, disengagement, prolonged exposure, traumatic recollections, and life 
disruption work together to cause CF (Figley, 1995, 2002). At the heart of this model 
is the idea that empathy and emotional energy are necessary to provide effective 
treatment. However, it is the ability to empathize that can leave carers open to CF 
(Figley, 2002).  
 
2.2.3 Vicarious Traumatization 
McCann and Pearlman (1990) first described the concept of Vicarious Traumatization 
(VT). VT refers to “the transformation in the inner experience of the therapist that 
comes about as a result of empathic engagement with the client’s trauma material” 
(Pearlman & Saakvitne, 1995, p. 3). VT, like CF, is believed to come about through 
empathic engagement with the client and their material. It has also been suggested 
that countertransference sets the stage for VT to take place, and that both VT and 
countertransference work in a cyclical way to impact the therapist (see Pearlman & 
Saakvitne, 1995). 
   
VT has its roots in constructivist personality theory, and places more emphasis on 
meaning instead of symptoms, which differentiates it from CF. VT is considered a 
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cumulative process like Burnout, but represents more than just emotional exhaustion. 
VT results in fundamental changes to the inner world of the worker. It alters frame of 
reference, identity, worldview, and changes beliefs about ideas such as safety, trust, 
and control (Pearlman & Saakvitne, 1995). 
 
VT is arguably the most studied and quoted construct relating to the negative impact 
of caring. In comparison to the constructs of BO and CF it has received significant 
attention. This increased attention has highlighted some fundamental flaws in how 
VT, and by association all constructs relating to the negative impact of caring, are 
studied.  
 
One fundamental flaw in researching VT is an overreliance on qualitative 
investigations (Sabin-Farrell & Turpin, 2003). In must be noted that qualitative 
studies are useful sources of information and provide thick descriptions of lived 
experiences. This can be seen in a recent meta-synthesis of twenty qualitative studies 
examining VT (Cohen & Collens, 2013). Cohen and Collens found key themes across 
qualitative studies examining VT. What was particularly interesting from Cohen and 
Collens’s meta-synthesis were two consistent findings: (1) strong emotional responses 
in the face of trauma work, and (2) changes to cognitive schemas. Being exposed to 
trauma work can result in feelings of sadness, anger/frustration, helplessness, and 
despair for the clinician. This exposure and the resulting emotional reaction causes 
them to question their fundamental schemas regarding the self, others, and the world.  
 
Qualitative studies investigating VT provide descriptions of experiences which give 
credence to the idea that constructs exist relating to the negative impact of caring. 
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However such claims cannot be made on the basis of subjective experience alone. 
There needs to be some way of objectively measuring such constructs. 
 
When one moves from qualitative to quantitative studies of VT, the evidence 
suggesting its existence begins to appear tenuous. A review of quantitative studies 
investigating the presence of VT in trauma workers found weak correlations between 
exposure to trauma work and the development of VT (Sabin-Farrell & Turpin, 2003). 
One of the studies reviewed was the often cited Pearlman and Mac Ian (1995) 
investigation of VT. This study is regularly alluded to as evidence suggesting that 
exposure to trauma work results in negative outcomes. However, when the results are 
scrutinised, one can see that the correlations between exposure to trauma work and 
the development of negative outcomes for the clinician are negative and weak (-.14 to 
-.20).  
 
Quantitative investigations of VT have also brought up concerns regarding 
methodology (Sabin-Farrell & Turpin, 2003). VT is predominately measured using 
self-report questionnaires. There are two significant issues with the use of self-report 
questionnaires for investigating the validity of VT.  
 
Firstly, most self-report measures are given in survey form. This may potentially lead 
to bias samples i.e. only those who have been affected by their work will complete the 
measures. This can give the impression that VT is more prevalent than it is, thus 
contributing to the perception of its validity.  
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Secondly, there is no test of VT. Measurements of VT are often done using measures 
of PTSD such as TSI Belief Scale (Jenkins & Baird, 2002). This is problematic, as 
PTSD and VT are believed to differ in terms of exposure. Research in the area of 
Posttraumatic Growth (PTG) and Vicarious Posttraumatic Growth (VPTG) (see 
section 2.3 for discussion) has suggested that indirect exposure to trauma results in 
similar but different outcomes to direct exposure to trauma. For example, both PTG 
and VPTG are believed to result in positive changes in spirituality for clinicians 
(Manning-Jones, de Terte, & Stephens, 2015). However the method of exposure 
appears to impact the changes in spirituality. Individuals who were direct recipients of 
the traumatic experience reported positive changes in their spirituality. However, 
indirect recipients reported no change in spirituality. They reported an increased 
appreciation for the importance of spirituality in their clients’ lives. This raises the 
point that using measures designed for direct exposure to trauma may not capture the 
subtle differences between direct and vicarious exposure to experiences. 
 
Questions remain over the validity of constructs related to the negative impact of 
caring, such as VT. The criticisms of over-reliability on qualitative studies, small 
numbers of quantitative studies, weak correlations, and lack of standardised measures 
can be labelled at all constructs associated with the negative impact of caring and 
bring into question the validity of the area.   
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2.2.4 Conclusion & Criticism  
Research examining the negative impact of caring has been primarily focused on 
better understanding each construct. Researchers were using the terms 
interchangeably, thus hampering theoretical development. To better understand BO, 
CF, and VT, researchers focused on how to better distinguish between them. The 
constructs of BO, CF, and VT are now seen as differing in terms of focus, rate of 
onset, and theoretical underpinnings.  
 
The author believes that research on the three concepts mentioned above has focused 
primarily on delineating them from one another. This has resulted in detailed 
descriptions of constructs, how they occur, and their impact on carers. This level of 
description does not help clinicians avoid or negate the negative impact of caring, it 
merely makes them better informed. For example, all three constructs highlight that 
exposure to, and empathic engagement with, traumatised clients may result in 
negative outcomes. Understanding how these constructs impact the carer is useful 
knowledge but it does not help negate the impact. Being exposed to, and engaging 
empathically with clients is central to the work and cannot be avoided. If one cannot 
avoid the negative impact of caring, then it becomes imperative to understand how 
one can extract the positive out of the negative with regard to caring for traumatised 
individuals.   
 
2.3 Positive Outcomes from Adversity 
 
While research has furthered our understanding of the possible negative impact of 
caring, it still remains narrow. The idea that trauma results in negative outcomes is 
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simplistic, and inconsistent with empirical evidence (Garmezy, Masten, & Tellegen, 
1984; Masten & O’Dougherty Wright, 2010; Werner & Smith,1992). Exposure to 
trauma does not automatically mean a negative outcome. Up to 60% of American 
adults will experience at least one event that meets the A1 criterion for the diagnosis 
of PTSD yet, despite this number, the lifetime prevalence rate for PTSD amongst 
American adults is only 8% (Figley, 2002; Kessler, Sonnega, Bromet, Hughes, & 
Nelson, 1995). The idea that positive outcomes can result from adversity is central to 
constructs such as Posttraumatic Growth and Resilience; both will be discussed 
below.  
 
2.3.1 Posttraumatic Growth  
Trauma can yield the most desirable and admired human virtues such as courage, grit, 
hope, and optimism (Duckworth, Peterson, Matthews, & Kelly, 2007; Seligman, 
1990; Snyder, 2000). Something positive can come from something negative. 
Nowhere is this sentiment better reflected than in the construct of posttraumatic 
growth (PTG). PTG is defined as “positive psychological change that results from 
engaging in the struggle associated with traumatic or highly challenging 
circumstances” (Tedeschi & Calhoun, 2004).  
 
It was only in the early 1990s that the notion of PTG gained scholarly interest. Since 
then, the construct of PTG and the idea that positive outcomes can follow trauma have 
gained empirical support. Research has highlighted that, following trauma, 
individuals report a range of positive outcomes including more meaningful 
relationships, an appreciation of what is important in life, increased self-knowledge, 
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greater self-efficacy, and increased spirituality (Aldwin, Levenson, & Spiro, 1994; 
Cadell, Regehr, & Hemsworth, 2003; Heatherton & Nichols, 1994).   
 
How one individual can grow from trauma while another succumbs is still unclear. 
However theories such as PTG offer possible explanations. PTG argues that the 
ability to grow from trauma is not a linear inevitability following trauma. Trauma 
does not lead to growth; it is the “individual’s struggle with the new reality in the 
aftermath of trauma that is crucial in determining the extent to which PTG occurs” 
(Tedeschi & Calhoun, 2004, p. 5). This point has important implications, not just for 
the concept of PTG, but for any construct that examines positivity born out of trauma. 
Firstly, the presence of trauma does not guarantee a positive outcome. The individual 
is active in creating the positivity that follows such an event, through cognitive and 
affective struggle. Secondly, PTG does not mean the absence of difficulty or 
suffering. It is possible for someone to grow and display positive outcomes while also 
experiencing the residual effects of trauma. The positivity and negativity of trauma 
coexist (Tedeschi & Calhoun, 2004; Wright, 1989).  
 
2.3.2 Resilience 
This section will explore the definition of Resilience and the research that has come to 
define it.  
 
2.3.2.1 Defining Resilience 
Resilience is a difficult construct to define as it can mean many things to many people 
(Rutter, 1999). Resilience has its origins in developmental research, specifically 
research examining at-risk children (Rutter, 1985; Werner & Smith, 1992). 
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Developmental researchers were interested in examining the outcomes of children 
believed to be pre-disposed to psychopathology due to factors such as poverty. 
Researchers were surprised to learn that children with severe risk factors were not 
condemned to negative outcomes. The most startling example of this was found in a 
30-year longitudinal study of at-risk children (Werner & Smith, 1992). The results of 
the research showed that 72 of the 200 children studied developed into happy, 
healthy, and well-adjusted adults.  
 
Over the years, researchers within and outside developmental psychology have 
become fascinated with understanding Resilience. One question surrounding 
resilience is: how it should be defined? Numerous definitions of Resilience have been 
proposed:  
 
(1) “The process of, capacity for, or outcome of successful adaptation despite 
challenging or threatening circumstances” (Masten, Best, & Garmezy, 1990, p. 426). 
 
(2) “A dynamic process encompassing positive adaptation within the context of 
significant adversity” (Luthar et al., 2000, p. 543). 
 
(3) “The ability of adults in otherwise normal circumstances who are exposed to an 
isolated and potentially highly disruptive event such as the death of a close relation or 
a violent or life-threatening situation to maintain relatively stable, healthy levels of 
psychological and physical functioning, as well as the capacity for generative 
experiences and positive emotions” (Bonanno, 2004, pp. 20–21). 
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While there is no singular definition of Resilience, most researchers agree that there 
are two core components: positive adaptation and adversity (Fletcher & Sarkar, 2013; 
Luthar, 2006; Reich, Zautra, & Stuart-Hall, 2010). These two concepts appear 
regularly in definitions of Resilience, suggesting that Resilience can be conceived of 
as positive adaptation in the face of adversity (Fletcher & Sarkar, 2013; Zautra, Hall, 
& Murray, 2008).  
 
It is important to note before discussing the core components of Resilience that there 
is some debate regarding what does and does not constitute adversity and positive 
adaptation. This debate centres around how narrowly one wishes to define both 
concepts. It is the author’s opinion that this debate is partly due to an overreliance on 
Bonanno’s 2004 definition of resilience (see above) and subsequent research. 
Bonanno’s research interests have been primarily focused on loss and catastrophe, 
which is heavily evident in his definition of resilience. This can be seen in his 
definition of adverse events as “death of a close relation or a violent or life-
threatening situation”. Bonanno also contended that positive adaptation is “to 
maintain relatively stable, healthy levels of psychological and physical functioning”. 
In Bonanno’s research on terrorist attacks the maintenance of functioning has been 
defined and measured as the absence of PTSD. Resilience according to Bonanno is 
the absence of psychopathology.  
 
The author believes Bonanno has developed a definition of Resilience that is 
restricted to his areas of interest, which does not reflect research from other areas such 
as developmental psychology. The argument of how narrowly Resilience should be 
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Adverse experiences are central to Resilience. One is not considered to have 
displayed Resilience if that experience did not place significant demands upon one. 
Exactly what constitutes an adverse experience is debatable.   
 
Developmental psychology played a significant role in the early conceptualisation of 
Resilience, resulting in adverse experiences being seen as risk factors for the 
development of psychopathology (Rutter, 1987; Werner & Smith, 1982). From a 
developmental perspective “adversity, also referred to as risk, typically encompasses 
negative life circumstances that are known to be statistically associated with 
adjustment difficulties” (Luthar et. al., 2000, p.2). Adversity was seen as risk for 
future difficulties resulting from chronic, and sometimes cumulative, exposure to 
poverty, abuse, community violence etc. As Resilience became a topic of interest for 
other areas within psychology, the conceptualisation of adversity changed. By 
examining Resilience in the context of catastrophe, trauma (Bonanno, Galea, 
Bucciarelli, & Vlahov, 2007) and loss (Bonanno, Moskowitz, Papa, & Folkman, 
2005), the idea of adversity focused on acute incidents of trauma occurring for 
individuals not deemed to be at-risk.  
 
Despite the expansion of adversity to include acute as well as chronic negative 
experiences it remained narrow. Experiences such as chronic abuse or trauma from 
terrorism are not experiences within the normal range. This can give the concept of 
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resilience a feeling of uncommonness, or as something reserved for only those who 
face the extremes of human experience. There is nothing uncommon or extra-ordinary 
about resilience (Masten, 2001).  
 
The commonness of resilience extends beyond individual responses to extreme 
situations, to the very situations themselves. Adverse experiences are not limited to 
trauma but can extend to the ordinary experiences of day-to-day living (Davis, 
Luecken, & Lemery-Chalfant, 2009b; Sameroff & Rosenblum, 2006). One such 
example is referred to as the “Hispanic Paradox” (Gallo & Matthews, 2003; Gould, 
Madan, Qin, & Chavez, 2003). As minorities in the United States, Hispanics are faced 
with daily socioeconomic difficulties, but often present with better outcomes than 
their situation would warrant (Fuentes-Afflick, Hessol, & Perez-Stable, 1999).   
 
While daily socioeconomic discrimination and disadvantage may only be common to 
certain groups in society, the stresses associated with employment are not. 
Employment carries stressors that require adaptation to ensure continued engagement. 
The presence or building of resilience in nurses helps reduce their vulnerability to the 
stresses of their work environment (Jackson, Firtko, & Edenborough, 2007).  
 
In its broadest sense, adversity can be looked upon in either a stringent or non-
stringent fashion. At its most stringent, adversity can be seen as referring to trauma or 
high-risk experiences outside the normal range (Bonanno et. al., 2005). At its least 
stringent, adversity can be seen as a continuum of experiences, ranging from bad luck 
and misfortune to severe episodes of distress and disaster (Jackson et al., 2007). 
Adversity is a central component of Resilience but exactly what constitutes adversity 
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will depend, in this author’s opinion, on how closely one adheres to Bonanno’s 
definition of resilience.  
 
2.3.2.3 Positive Adaptation 
Our understanding of positive adaptation has been influenced by research from 
developmental psychology, loss, and trauma. Debates regarding the relationship of 
resilience with constructs such as recovery and growth have also shaped our 
understanding of positive adaptation and will be discussed below. 
 
Traditionally positive adaptation has been “defined in terms of behaviorally 
manifested social competence, or success at meeting stage-salient developmental 
tasks” (Luthar & Cicchetti, 2000, p. 858). This view of positive adaptation is 
unsurprising, given the early influence of research examining at-risk children. The 
longitudinal studies of at-risk children believed that a child displayed positive 
adaptation, and by association resilience, if they were able to meet developmental 
demands such as academic success, development of social relationships, and 
appropriate social behaviour despite the presence of adversity (Masten & Powell, 
2003; Werner & Smith, 1982, 1992). From a developmental perspective, positive 
adaptation is the presence of something (i.e. mastery of a developmental stage) one 
would not expect given the circumstances (i.e. adversity).   
 
The developmental understanding of positive adaptation defines it in terms of external 
adaptation. While some researchers contend that positive adaptation should include 
subjective symptoms related to well-being (Masten & Obradović, 2006), most 
researchers argue that some objective measure of positive adaption is needed to 
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suggest an individual has displayed resilience:  
 
No matter how happy a person may report feeling, a person who is unable to 
function in most of the expected ways for people of their age in a given 
context is not usually identified as showing positive adaptation, mental health, 
or resilience (Masten & Wright, 2010, p. 219).  
 
As research on resilience expanded to areas such as loss and trauma, the definition of 
positive adaptation changed. By examining non-risk populations facing trauma (i.e. 
terrorism) and universal adversity (i.e. loss of a loved one), the view of positive 
adaptation as the presence of mastery over developmental tasks changed. In the case 
of trauma and loss, positive adaptation came to represent the absence of something 
(psychopathology) rather than the presence of something (mastery of a developmental 
stage) (Bonanno, 2004; Bonanno, et. al., 2005). From a trauma and loss perspective 
an individual is deemed to have displayed positive adaptation, and by association 
resilience, if they’re able to avoid psychopathologies such as PTSD.  
  
The developmental understanding of positive adaptation focuses on external markers 
of adaptation (developmental stages/tasks), while loss and trauma perspectives use a 
combination of external and internal markers (physical/behavioural manifestations of 
internal states). Despite slight differences both approaches see positive adaptation as 
the maintenance of functioning despite adversity. To experience loss or reduction of 
function for a period of time following adversity, then returning to pre-adversity 
levels of function, has been seen by some authors as recovery rather than Resilience 
(Bonanno, 2004; Mancini & Bonanno, 2010).  
 
Such authors contended that recovery and resilience are distinct outcome patterns. 
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Evidence examining the outcome patterns of individuals who experience loss and 
trauma has suggested that some individuals do not experience a loss or reduction of 
functioning, while others experience loss or reduction of functioning for a period, 
followed by a return to normal functioning (Bonanno et. al. 2005; Bonanno, 
Rennicke, & Dekel, 2005). Such patterns have come to be viewed as evidence 
suggesting a distinction between Resilience (the maintenance of functioning despite 
adversity) and recovery (the return to functioning following a loss/reduction of 
functioning due to adversity).  
 
Suggesting that positive adaptation is the maintenance of functioning prescribes 
features to resilience that the author believes are not entirely supported by research. 
For example, suggesting that something has been maintained is to insinuate a static or 
stable state. Longitudinal research has demonstrated the relative continuity of 
Resilience, that is to say that individuals who display Resilience early tend to 
continue to do so (Garmezy et al., 1984; Werner, 1993). While the continuity of 
Resilience is undoubtedly the most salient result taken from longitudinal studies, it by 
no means represents the full picture.  
 
Close inspection of longitudinal studies revealed that cohorts of individuals 
demonstrate fluctuations in Resilience. Individuals, who as children or adolescents 
failed to demonstrate Resilience, often displayed it at later stages in development. The 
emergence of this late Resilience appears to be due to changes in circumstance and 
the advent of new opportunities such as work, marriage, and education (Masten et al., 
2004; Werner, 2005). Such evidence changes how positive adaption and resilience are 
viewed. “Late-emerging transitions towards resilience highlight resilience as a 
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process and resource base rather than a personality trait with a linear trajectory” 
(Luecken & Gress, 2010, p. 248). The dynamic nature of resilience (Luthar et al., 
2000) has led some authors to argue that distinctions between maintenance and 
recovery patterns following adversity are arbitrary (Roisman, 2005).  
 
A narrow definition of positive adaptation would be in line with Bonanno’s (2004) 
conceptualisation of resilience. From his perspective, Resilience is the maintenance of 
function despite adversity. Any other outcome pattern is not considered resilient. 
However, a broad definition of Resilience contends that there are numerous possible 
resilient patterns following adversity. Masten & O’Dougherty-Wright (2010) 
suggested there are four possible patterns of resilience: 
 
(1) Resistance: This pattern refers to an individual’s ability to resist the negative 
effects of adversity and maintain functioning. 
(2) Recovery: This pattern refers to the decline of functioning due to adversity and 
its subsequent return. 
(3) Normalization: This pattern refers to an individual who displays low levels of 
positive adaptation and resilience, but displays them at a later stage due to 
environmental changes.  
(4) Transformation: This pattern refers to the improvement or possible growth of 
functioning following adversity. 
 
Under a broad understanding of positive adaptation, maintenance and recovery 
patterns are seen as distinct patterns, but also as part of a larger cluster that is 
subsumed under the heading of Resilience. Such a view of positive adaptation, in the 
author’s opinion, accounts for the dynamic nature of Resilience and the various 
patterns seen in longitudinal research.  
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The narrow view of positive adaptation (Bonanno, 2004) not only excludes the 
recovery pattern but also transformation. As mentioned in the discussion of PTG, 
growth following adversity is due to an individual’s active engagement in the 
rebuilding and meaning-making process following adversity (Tedeschi & Calhoun, 
2004). Rebuilding and generating new meaning suggests significant impact and even 
loss. Under the narrow view of Resilience, an individual who displays Resilience is 
able to maintain their functioning, and therefore does not experience significant 
decline or loss of functioning. If there is no decline or loss of functioning then what 
need is there for rebuilding or meaning-making in any significant manner?  
 
2.3.2.4 Mechanisms of Resilience 
The above paragraphs discussed what is considered to constitute Resilience from a 
broad and narrow perspective. However research in Resilience has not been defined 
solely by explaining what Resilience is, but also by how it comes to be. Such research 
has explored what an individual has or does that allows them to adapt positively to 
adversity. There are many skills or mechanisms that contribute to Resilience (see 
Table 1) but this chapter will briefly focus on psychosocial factors, particularly 
attachment and positive emotion.  
Table 1: Psychosocial factors associated with positive adaptation. 
(1) Positive Emotions & Positive Future 
Orientation  
Ong, Bergeman, Bisconti, & Wallace (2006); 
Fredrickson, (2001). 
(2) Cognitive Restructuring/ Reappraisal Folkman & Moskowitz (2000); Seligman 
(2005). 
(3) Social Support Bowlby (1982); Charuvastra & Cloitre 
(2008). 
(4) Meaning in life/ Spirituality  Lee, Cohen, Edgar, Laizner, & Gagnon 
(2004); Pargament, Smith, Koenig, & Perez 
(1998) 
(5) Self-Efficacy/ Internal Locus of Control Nakaya, Oshio, & Kaneko (2006); Seligman 
(1990). 
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2.3.2.4.1 Attachment 
The mercurial nature of Resilience makes absolute statements regarding it difficult. 
However, there is one sentiment that comes close: “resilience rests, fundamentally, on 
relationships” (Luthar, 2006, p. 780). There are few views of Resilience that do not 
take into account the impact of others.  
 
If relationships play a crucial role in the development of an individual’s resilience, 
then the mechanisms by which we become proficient in developing and maintaining 
relationships are mutually integral. Within psychology an individual’s attachment 
style and early attachment experiences are seen as factors that influence the quality of 
later relationships (Bowlby, 1982). If a child experiences a loving and responsive 
caregiver, that child is likely to develop a secure attachment. A secure attachment is 
believed to develop an internal frame of reference of how to “be” in a healthy 
relationship and manage one’s emotions appropriately (Sroufe, 2005). 
 
Relationships and social supports are key mechanisms to an individual’s Resilience. 
However such mechanisms are unlikely to be available if an individual is unable to 
regulate their emotions and maintain healthy relationships. Therefore attachment is a 
key factor in the development and expression of individual Resilience.  
 
From reading the above table one could be forgiven for assuming that the mechanisms 
of Resilience reside entirely within the individual, therefore making Resilience a trait. 
However, the presence of attachment and social supports as key mechanisms of 
Resilience highlight that Resilience is not something intrinsic to the individual. It is 
due to the complex interplay of an individual’s skills and the environment they find 
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themselves in.  
 
2.3.2.4.2 Positive Emotion 
To understand how positive emotions underlie Resilience, it helps to understand what 
they are and their role. It has been suggested that positive emotions include states 
such as joy/happiness, interest, contentment, pride, and love (Fredrickson, 2001). It 
could also be argued that constructs such as optimism and hope fall under the heading 
of positive emotions. Both optimism and hope carry an emotional component that is 
positive and works to motivate behaviour; their inclusion under the heading of 
positive emotion may be unconventional but not unfounded.  
 
One of the best-known theories on the function of positive emotions is the Broaden-
and-Build-Theory (Fredrickson, 2001). This theory suggests that experiencing 
positive emotions promotes better cognitive, social, and emotional functioning which 
results in the broadening of the mind to new ideas and the building of new resources. 
Research has supported this claim by suggesting that the experience of positive 
emotions results in better problem solving (Isen, Daubman, & Nowicki, 1987), 
adaptive coping (Folkman & Moskowitz, 2000), acquirement of psychosocial 
resources (Keltner & Bonanno, 1997), and improved well-being (Fredrickson & 
Joiner, 2002).  
 
Another theory regarding the utility of positive emotions is the Dynamic Model of 
Affect (DMA) (Zautra, Smith, Affleck, & Tennen, 2001). Under this model, positive 
and negative emotions are seen as mutually exclusive, but equally present, during 
times of normality. However, during times of stress the relationship becomes 
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inversely related: as negative emotions increase, positive emotions decrease. Ong, 
Bergeman, Bisconti, and Wallace (2006) found that when examining participants with 
high and low levels of resilience one of the chief differences between them was the 
presence of positive emotions. Individuals with high levels of Resilience maintained 
the mutually exclusive relationship between positive and negative affect, while 
individuals with low levels of Resilience experienced an increase in negative affect at 
the expense of positive affect.  
 
When the Broaden-and-Build-Theory and the DMA are looked at together, they 
provide a useful framework for seeing the impact positive emotions have on 
individual Resilience. The experience of positive emotions during our everyday lives 
allows us to problem-solve, cope, and be creative. If we are able to continue to 
experience such emotions during times of adversity, it may help us to remain creative 
and active. Resilient individuals are able to maintain their levels of positive affect 
during adversity and use it to adapt to their situation. This could lead some to the 
assumption that positive emotions are, in fact, the building blocks of Resilience.  
 
2.3.3 Conclusion 
Negative outcomes are not a linear inevitability following adversity. People can 
withstand, adapt, or even grow from such experiences. Nowhere is this idea more 
evident than in the construct of Resilience. However, despite decades of research, 
Resilience remains a mercurial construct. How Resilience is defined will depend 
largely on how one interprets the literature. There is consensus regarding the 
definition of Resilience as positive adaptation to adversity, but exactly what positive 
adaptation and adversity mean will depend on how narrowly it is defined.  
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From the narrow perspective, predominately pushed by Bonanno, Resilience can be 
seen as the maintenance of functioning during adversity. This view sees Resilience as 
being separate from recovery or growth. In its broadest sense, Resilience can be 
viewed as a pattern of multiple-outcome trajectories following adversity that include 
recovery and growth. Neither understanding is necessarily incorrect, but it is 
imperative that any research project examining Resilience is explicit about which 
definition it adheres to. 
 
The current research project will use the broad definition of Resilience for two 
reasons. Firstly, the author feels the broad definition of Resilience better accounts for 
the multitude of research on Resilience and its dynamic nature. Secondly, the current 
research will be conducted using a sample of clinical psychologists working with 
adults in the HSE in Ireland. The nature of clinical psychological work in the HSE 
means that one cannot say with certainty what cases will be presented to clinicians. 
Clinical cases are not limited to trauma and loss. This makes the narrow definition of 
Resilience insufficient in capturing the client population seen by clinical 
psychologists within the HSE and any Resilience they may display.  
 
By adopting the broad definition of Resilience, the current research is adhering to the 
non-stringent view of adversity and the broad understanding of positive adaptation 
outlined in previous sections. This research sees Resilience as something that is 
dynamic, with multiple-outcome trajectories including growth, recovery, and 
maintenance. It is also seen as something that is used in situations ranging from 
misfortune and everyday stresses to trauma.  
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2.4 Positive Impact of Caring 
The vicarious impact of trauma has been highlighted previously in this chapter. Ideas 
such as BO, CF, and VT argue that the cost of caring for individuals who have 
experienced adversity is negative. However, as PTG and Resilience have shown, one 
is not condemned to negative outcomes on the basis of trauma alone. Below are 
constructs that act as a counter-balance to the idea that the impact of caring for 
individuals who have experienced adversity is always negative. 
 
2.4.1 Compassion Satisfaction 
Stamm (2005) noted that individuals working in caring professions are exposed to 
traumatic material, yet the mere vicarious exposure to trauma did not condemn 
individuals to negative outcomes. Stamm (2005) suggested that some professionals 
have a protective mechanism that helps preserve their well-being during vicarious 
exposure to trauma. This term has come to be referred to as Compassion Satisfaction 
(CS) and is defined as “the pleasure you derive from being able to do your work well” 
(Stamm, 2005, p. 5).  
  
Currently, one of the most widely used tests for Compassion Satisfaction is the 
Professional Quality of Life (ProQOL) questionnaire (Huggard, Hudnall, Stamm, & 
Pearlman, 2013; Stamm, 2009). The ProQOL measures Compassion Fatigue, 
Burnout, and Compassion Satisfaction. The model that the ProQOL is based upon 
suggests that CF and CS are influenced heavily by environmental factors. These 
environmental factors include the work or organisational environment (i.e. own work 
space, having a sense of control in work), the client environment, and the clinician’s 
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personal environment (Huggard et al, 2013; Killian, 2008; Stamm 2009). Within the 
model, these areas are seen as independent of one another, and each carries the 
potential to contribute to CS.  
 
The concept of CS is important because it highlights that negative consequences from 
working with traumatised individuals are not inevitable. Professionals can derive 
pleasure from their work from a number of different avenues which could potentially 
protect them from CF. However, there are two aspects of CS that the author believes 
make it unlikely to provide significant insights into the positive impact of caring.  
 
Firstly, CS was not studied to better understand the positive impact of caring; its 
origins are in the attempts of researchers to clarify aspects of the negative impact of 
caring. Measures of CF such as the Compassion Fatigue Self-Test (Figley, 1995) only 
ask negative questions, thus creating a response bias that inflates negative reporting. 
Not only do measures of CF create a negative bias, but they lead to ambiguity. 
Original questions such as “I feel estranged from others” provided insufficient 
information if the person responded with a no answer. If a person said “no, they are 
not estranged from others”, is it safe to assume that they are in fact close to others? 
The style of questioning and the negative focus created problems, and it was 
necessary to add a new subscale that asked positive questions to combat the negative 
bias and promote clarity. As a result a new subscale was developed exploring the 
pleasure professionals can derive from helping, and it was called CS to complement 
the scale of CF (Stamm, 2002). 
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Secondly, CS argues that multiple avenues are responsible for its emergence. Each 
avenue is seen as mutually exclusive. It can be argued that only one of those avenues 
contains the potential for the vicarious impact from others’ trauma i.e. the client’s 
environment. The idea that the three avenues responsible for CS are independent of 
one another seems unlikely. We know that what a client brings (i.e. their trauma) can 
impact what the carer brings (i.e. beliefs), thus impacting how the carer works. The 
client and carer’s environment are not mutually exclusive within a therapeutic session 
but the model of CS does not grasp that concept.  
 
While the concept of CS has value, in this author’s opinion, it remains on the 
periphery of providing an understanding of the positive impact of caring. CS was not 
studied to better understand how clinicians negate the negative impact of caring. In 
this author’s opinion it is solely an artefact of, and psychometric counterweight to, the 
negative impact of caring. This may also account for the relational underdevelopment 
of avenues deemed responsible for CS.  
 
2.4.2 Vicarious Posttraumatic Growth 
While positivity and vicariousness may not be central aspects of CS, the same cannot 
be said of Vicarious Posttraumatic Growth (VPTG). The contention of VPTG is that 
the positive consequences that accompany the experience of trauma, also known as 
PTG, are felt by individuals that were not direct recipients of said traumatic 
experiences (Arnold, Calhoun, Tedeschi, & Cann, 2005). Research on VPTG has 
been limited to a handful of notable studies. Arnold, Calhoun, Tedeschi, and Cann 
(2005) published what is considered to be the landmark paper on VPTG. Arnold 
explored clinicians’ perceptions of the impact trauma work had on them in an attempt 
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to understand possible positive consequences of such work. Arnold’s results 
highlighted that all of the clinicians reported both negative and positive consequences 
to working with traumatised individuals. The positive consequences included reports 
of increased self-confidence, empathy, compassion, life appreciation, tolerance, 
improved inter-personal relationships, increased appreciation of human resilience, and 
positive spiritual change.  
 
Since Arnolds study, evidence of VPTG has been found to occur amongst translators 
assisting therapeutic intervention with trauma victims (Splevins, Cohen, Joseph, 
Murray, & Bowley, 2010) and amongst clinicians working with traumatised refugees 
(Barrington & Shakespeare-Finch, 2013). In both studies the positive impact of 
engagement with trauma clients included increased self-understanding, life 
appreciation, feelings of hope and admiration, and a desire to live a more meaningful 
life (Barrington & Shakespeare-Finch, 2013; Splevins et al., 2010).  
 
While the exact mechanisms underlying PTG and VPTG are unknown, it has been 
speculated that they are related to distress and rebuilding (Joseph & Linley, 2005; 
Splevins et al., 2010; Tedeschi & Calhoun, 2004). Such speculations contended that 
exposure to another’s trauma can be distressing for the clinician as it can challenge 
the clinician’s schemas and world views, resulting in dissonance. In order to manage 
the dissonance, clinicians must actively engage in strategies to reduce distress and 
accommodate the information they are receiving. It is in the cognitive accommodation 
of this new information, implemented to reduce dissonance, that new and more 
positive perspectives of the self and life can occur. Essentially the clinician engages in 
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a process of meaning-making with regard to the traumatic material they have been 
exposed to (Joseph & Linley, 2005; Splevins et al., 2010; Tedeschi & Calhoun, 2004).  
 
2.4.3 Vicarious Resilience  
The idea of VTPG, and its accompanying assumption that one can be positively 
impacted by another’s struggle with trauma, has spawned similar constructs. One such 
construct is Vicarious Resilience (VR). VR argues that therapists who bear witness to 
the Resilience of their clients can be positively impacted by such experiences 
(Engstrom, Hernandez, & Gangsei, 2008; Hernandez, Gangsei, & Engstrom, 2007). 
Specifically Hernandez and colleagues suggest that VR is “characterized by a unique 
and positive effect that transforms therapists in response to client trauma survivors’ 
own resiliency” (Hernandez et al., 2007, p. 237). At its heart, VR suggests that 
Resilience processes occur within the therapist as a result of working with individuals 
who have been traumatised (Engstrom et al., 2008). Below is a more in-depth look at 
the two papers mentioned in this paragraph that form the conceptual foundation of 
VR. 
 
In their 2007 paper, Hernandez and colleagues proposed the concept of VR and 
attempted to validate its existence by exploring the question “whether therapists 
working with traumatized populations learn something about overcoming adversity 
from their clients” (p. 230). Their exploratory study utilised the qualitative 
methodologies of grounded theory and phenomenology. Twelve psychotherapists 
from Columbia who worked with survivors of political violence participated in a 
semi-structured interview examining the research question mentioned at the beginning 
of this paragraph.  
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The results of the initial investigation yielded a number of themes that rotated around 
two central conclusions. Firstly, being exposed to another’s Resilience can result in 
positive outcomes for the carer. Secondly, therapists learn about coping with adversity 
from their clients. These two central conclusions were also evident in a subsequent 
exploration of VR in a US sample of mental health workers (Engstrom et al., 2008). 
Engstrom and colleagues conducted a qualitative investigation of the concept of VR 
with 12 mental health professionals (3 clinical social workers; 3 marriage and family 
therapists; 6 holders of doctoral level degrees in psychology) with experience of 
working with traumatised individuals.  
 
Across both studies there was evidence, at a thematic level, of changes occurring 
within the therapists with regard to their attitudes, emotions, and behaviour 
(Hernandez, Engstrom, & Gangsei, 2010).  These themes, seen across both 
interviews, included:  
(1) Reflecting on human beings’ capacity to heal/ recognition of the human 
capacity to thrive: These themes refer to the subject’s amazement and 
admiration for their client’s ability to survive the trauma they endured. 
(2) Reaffirming the value of therapy: This theme suggests that the “client’s 
resilience recharges the professional batteries of therapists, so to speak, and 
motivates them to continue their services” (Engstrom et al., 2008, p. 8). 
(3) Regaining hope: This theme refers to the idea that seeing clients recover left 
the therapist with a feeling of hope. 
(4) Reassessing the dimensions of one’s own problems: This theme refers to the 
idea that working with individuals who display resilience in the face of trauma 
can result in the therapist seeing their personal problems in a new light.  
(5) Understanding and valuing spiritual dimensions of healing: This theme refers 
to the idea that observing the role of spirituality in survivors’ recovery resulted 
in the amalgamation of spirituality into the therapists’ professional lives. 
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(6)   Discovering the power of community healing: This theme refers to the 
therapists’ experience of seeing a community heal in the aftermath of tragedy 
through community-based acts such as music and storytelling.  
(7) Making the professional and lay public aware of the impact and multiple 
dimensions of violence by writing and participating in public speaking forums: 
This theme refers to the motivation some therapists felt following their work 
with trauma survivors to “articulate further their own therapy model and plan 
to do scholarly work on a psychotherapy model for working with such clients” 
(Hernandez et al., 2007, p. 237). 
 
Taken together these themes are believed to contribute to the manifestation of VR in 
therapists working with individuals who display Resilience in the face of trauma 
(Hernandez et al., 2010). 
 
2.4.4 Conclusion 
Research examining the positive impact of caring has helped develop new constructs 
such as VPTG and VR. In doing so, new avenues are emerging that may aid our 
understanding of how to negate the negative impact of caring in a way that BO, CF, 
and VT have not. For example, VPTG is believed to occur because the carer actively 
engages with the traumatic material and tries to make sense of it, resulting in 
beneficial outcomes for the carer. By examining the positive impact of caring, 
researchers have found a potential way to manage the inevitable exposure to traumatic 
material. However, due to the recency of this area, the constructs remain 
underdeveloped. More research is required to help delineate the constructs associated 
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2.5 Criticisms of Vicarious Resilience Research  
The concept of VR is intriguing. However, there are several issues, both practical and 
theoretical, that bring into question the two research papers that form the conceptual 
foundation of VR. These include:  
 
(1) The a priori nature of the concept VR. 
(2) The lack of theoretical depth of the concept VR. 
(3) Despite containing the term Resilience in its title, the research around VR appears 
to be guided in a limited fashion by what is currently known about Resilience. 
 
2.5.1 A Priori nature of VR 
Upon first reading the 2007 and 2008 papers exploring VR, I was left with a feeling 
that the concept of VR was devised prior to the commencement of the research. The 
research question of the 2007 paper made no reference to the concept of VR, but 
rather claimed to examine “whether therapists working with traumatized populations 
learn something about overcoming adversity from their clients” (Hernandez et al., 
2007, p. 230).  
 
Closer inspection of the semi-structured interview questions of the 2007 paper 
revealed that the participants were informed of the concept of VR during the 
interview stage. The inclusion of the concept of VR within the interview schedule 
occurs midway through the interview process, before a subsequent number of other 
questions exploring the research question have been asked (see Appendix A). The 
concept of VR is presented to participants within the context of already existing and 
accepted constructs such as STS and VT. It is proposed that VR may represent the 
opposite of such processes. The interview schedule used by the 2008 paper reveals 
	   36	  
similar methodological difficulties (see Engstrom et al., 2008, p. 20). To be blunt, it 
appears that the concept of VR was devised prior to the research and then given to 
participants in the interview as a way of framing the research question, which in turn 
yielded results that confirmed the concept they devised prior to the commencement of 
the research.  
 
There are two problems with this a priori approach. Firstly, it is not in keeping with 
the spirit of grounded theory, the methodology used by both studies. Grounded theory 
aims to explore uncharted areas and generate a theory that may contain new ideas and 
concepts. It is not a method used to confirm the existence of preconceived concepts. 
Secondly, I believe that explaining to clients what VR is, and framing it within the 
context of VT and STS, provides it with a strong coherent base. VR makes sense due 
to what we already know about VT, and to conceive of its existence as a polar 
opposite of VT is not difficult. From an exploratory research perspective this is 
extremely problematic as the sensical nature of VR may bias participants to see it as 
something that truly exists before it has empirical evidence.  
 
At the moment that something makes sense, how can one differentiate it from what is 
true? If something makes sense, is it not possible to see some or all of it as being true? 
Unfortunately, just because something makes sense does not mean it is not true. No 
one can say whether or not exposing participants to the idea of VR and framing it 
within the context of VT biased participants to believe that it exists, but no one can 
say it did not.  
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Also, generating a new concept (VR) prior to investigation of a research question, and 
then using said concept to guide participants’ understanding of the research question, 
resulting in evidence which answers the research question and in the process confirms 
the new concept, borders on the logical fallacy of begging-the-question. To beg-the-
question means to attempt to prove a proposition with a hypothesis that itself requires 
proof. The opposite of begging the question would be non-question-beggingness, 
which can be defined as “the principle that your reasoning shouldn’t assume the truth 
of what it is meant to prove” (Sterba, 2015, p. 6). I believe that generating a new idea 
such as VR, a concept itself that lacks proof, and using it to guide the investigation 
into the proposition that therapists learn from clients’ resilience is a form of begging-
the-question and is circular in its reasoning. If an argument is made using a logical 
fallacy, it is normally considered erroneous, as it has used an incorrect step in 
deduction.   
 
2.5.2 Depth of VR Theory  
I wish to bring into question the depth of the VR theory seen in both the 2007 and 
2008 papers. Both papers used grounded theory methodologies. Grounded theory 
methods can be defined as “systematic, yet flexible guidelines for collecting and 
analyzing qualitative date to construct theories from the data themselves. The 
researchers construct a theory ‘grounded’ in their data” (Charmaz, 2014, p. 1).  The 
goal is to generate a theory that is born out of the data. Regardless of whether or not 
one subscribes to either an objectivist or a constructivist understanding of grounded 
theory, there remains a commitment to the generation of an abstract understanding of 
the phenomena at hand.  
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To achieve this level of abstraction one follows a flexible set of methods. One 
commonly used method found during the coding phase of a grounded theory analysis 
is the use of gerund words. The use of gerund words during the initial stages of 
coding can help the researcher to make sense of the data and provide new avenues for 
exploration. Gerund words are a vital initial step into the development of a theory, but 
do not constitute abstraction of the data to the point of theory construction itself.  
 
The themes proposed by the 2007 and 2008 papers (see previous section) are 
presented as gerund words. It is also suggested that these themes, when looked at as a 
cluster, result in the manifestation of VR. This is problematic for two reasons. Firstly, 
stating gerund-worded themes as the final themes of an analysis seems 
underdeveloped. Gerund words are used mid-analysis and, in this author’s opinion, do 
not contain the level of abstraction required to form a grounded theory.  Secondly, it 
is assumed that these themes, when taken together, are responsible for the 
manifestation of VR. However the relationships between these themes or the 
processes that result in the emergence of VR are not outlined. Suffice to say that the 
presence of gerund-based themes and the lack of adequately delineated processes 
outlining the manifestation of VR point to, in this author’s opinion, a lack of adequate 
abstraction necessary to warrant the classification of “theory”.  
 
The underdeveloped nature of the theory presented by Hernandez and colleagues, 
particularly in their 2007 paper, may be due to the type of research questions asked. 
Their research questions asked what learning therapists extract from their encounters 
with clients who display Resilience. This type of question narrows its scope to the 
outcome of interacting with a client’s Resilience. This narrow scope may account for 
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why the themes proposed by Hernandez and colleagues in both papers read like a 
shopping list of loosely connected themes. They are all related, in so much as they are 
the proposed outcomes of interacting with a client’s Resilience, and therefore answer 
the research question proposed by Hernandez and colleagues. However, in this 
author’s opinion, the parameters set up by the research question limited the theoretical 
depth the investigations could achieve resulting in an underdeveloped theory.  
 
 
2.5.3 Resilience Research   
My final criticism of the 2007 and 2008 research on VR concerns the treatment of the 
current knowledge of Resilience. Resilience is a difficult concept to define concisely. 
This difficulty is primarily due to differences of opinion regarding how broadly 
Resilience should be defined. It is important that any investigation into the presence 
of Resilience, Vicarious or otherwise, is transparent concerning the position it takes 
regarding what constitutes Resilience. Without such clarification, it becomes difficult 
to accurately evaluate any research examining Resilience. 
 
In their 2007 paper, Hernandez and colleagues provide a definition of Resilience as 
constituting a pattern of positive adaptation to adversity, which is in line with current 
research. They also discuss the impact that social networks, particularly familial 
supports, can have on the development of Resilience. Beyond defining Resilience and 
stating one broad factor that contributes to its presence, very little analysis of 
Resilience takes place. No reference to Resilience as a construct appears in the 2008 
paper. 
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Hernandez and colleagues avoided analysing the results of their 2007 research within 
a Resilience framework. No reference was made in the results or discussion section to 
how their results are related to the concept of Resilience. This is problematic, because 
the concept of VR claims that, due to engagement with clients who have displayed 
Resilience, a resilient process takes place within the therapist. But how can one know 
that the vicarious process taking place within the therapist is in fact one of Resilience 
if the results are not analysed within a Resilience framework?  For example, 
Hernandez and colleagues suggested that working with resilient clients instils hope 
and perspective in the clinician. While these themes could be argued to contribute to 
an individual’s Resilience (see Table 1), one has to wonder how “discovering the 
power of community healing” is related to Resilience?  
 
It is this author’s opinion that, due to the lack of analysis of their results within a 
Resilience framework, Hernandez and colleagues have made a leap of faith regarding 
the interpretation of their results. They assume that the themes that emerged from the 
analysis are indicative of Resilience, and that when clustered together they result in 
the manifestation of Resilience within the therapist. To claim the presence of 
Resilience, either thematically or vicariously, without knowing what it means to be 
resilient is like claiming the presence of a red apple without knowing what colours 
are.   
 
2.6 Gap in Existing Knowledge  
Caring for individuals who have experienced adversity can result in negative 
outcomes for clinicians. However, negative outcomes are not guaranteed, and many 
carers are able to manage exposure to clients trauma. Exploring the positive impact of 
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caring may generate knowledge regarding how clinicians protect themselves when 
engaging with others’ adversity, and complement the existing knowledge on the 
negative impact of caring. To date, constructs exploring the positive impact of caring 
(VPTG and VR) have been proposed, but they remain understudied, poorly defined, 
and plagued with conceptual and methodological issues. This is particularly true of 
VR research.  
 
Over the last five years there have been numerous research papers examining VR in 
different contexts such as schooling (Acevedo & Hernandez-Wolfe, 2014) and 
asylum/refugee seeking (Puvimanasinghe, Denson, Augoustinos, & Somasundaram, 
2015). Research has also been conducted examining VR amongst mental health 
workers involved with children, young adults, and trauma survivors (Hernandez-
Wolfe, Killian, Engstrom, & Gangsei, 2015; Pack, 2014; Silveira & Boyer, 2014; 
Tassie, 2015). All of these papers worked from the conceptual basis provided by the 
2007 and 2008 papers by Hernandez and colleagues, and accepted the validity of the 
VR construct and how it was formed. Some the papers also made the same theoretical 
and methodological mistakes as the original VR papers (e.g. using the term VR in the 
interviews). 
 
Exploring the potential positive impact of engaging with clients’ traumatic material 
represents an avenue for exploring how to protect healthcare workers from the 
negative effects of their work. The concept of VR is particularly interesting due to its 
emphasis on Resilience, something that is inextricably linked to adversity. The best 
and worst aspects of the human condition can emanate from trauma and adversity. 
Understanding clients’ resilience and how it impacts mental-health workers may open 
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new avenues for protection against the negative impact of therapy. Unfortunately, due 
to the criticisms mentioned above, I feel that we have yet to appropriately address the 
question of how clinicians are impacted by a client’s Resilience.  
 
2.7 Aim of the Current Research Project 
The aim of the current research project is to answer the question: “How are Clinical 
Psychologists Affected by a Client’s Ability to Adapt to Adversity (Resilience)?” A 
small number of studies have suggested that being exposed to clients’ Resilience 
results in resilient processes taking place within the clinician (Engstrom et al., 2008; 
Hernandez et al., 2007). However, due to methodological and theoretical issues such 
claims remain dubious. Due to these criticisms, I believe that the question of how 
clinicians are impacted by clients’ Resilience has not been appropriately addressed, 
and ultimately remains unanswered. In an attempt to answer the current research 
question, a grounded theory framework will be used to analyse qualitative data 
collected from semi-structured interviews conducted with clinical psychologists 
working primarily with adults in the HSE. Answering research questions of this 
nature may open avenues for combating the negative vicarious impact of caring for 
individuals who avail of psychological services.  
 
2.8 Chapter Conclusion 
The current chapter sought to introduce the concepts that relate to the negative and 
positive impact of caring. A specific emphasis was placed on how positive outcomes 
can come from adversity and the positive impact of caring. The aim of the current 
research is to understand how clinical psychologists are affected by their clients’ 
Resilience. This may help shed light on how to negate the negative impact of caring.  
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3.1 Chapter Introduction 
This chapter will discuss the methodology used in the current study. The rationale for 
the current study and use of grounded theory will be outlined below. Following that, 
the profile of the participants who partook in the current study will be discussed. The 
interview and data analysis procedures will also be discussed before finishing with the 
ethical considerations of the current study.  
 
3.2 Rationale for Methodology  
The aim of the current research is to investigate the research question “How are 
Clinical Psychologists Affected by a Client’s Ability to Adapt to Adversity 
(Resilience)?” This research question is influenced by burgeoning research examining 
the positive impact of caring, specifically the impact clients’ Resilience has on carers. 
To date, little is known regarding the impact clients’ Resilience has on carers. While 
research exists, methodological and conceptual issues plague it. Also,  no strong 
theoretical understanding of the phenomena remains.  
 
Due to theoretical underdevelopment and the lack of research examining the impact 
of clients’ Resilience on carers, the current research project utilised a qualitative 
methodology. Qualitative methodologies are useful when examining areas where little 
research exists or a theoretical understanding is lacking (Flick, 2009; Strauss & 
Corbin, 1990). Qualitative research is predominately exploratory in nature, and can 
shine a light on new areas or phenomena that are not easily quantifiable, such as 
aspects of human subjectivity and social interaction (Charmaz, 2014; Coyle & 
Tickoo, 2007).  
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3.2.1 Grounded Theory 
Once a decision to use qualitative research has been made, one must choose which 
specific qualitative methodology to employ. Grounded theory was deemed the most 
appropriate qualitative methodology to answer the research question. Grounded 
theory “is an inductive, theory discovery methodology that allows the researcher to 
develop a theoretical account of the general features of a topic while simultaneously 
grounding the account in empirical observations or data” (Martin & Turner, 1986, p. 
141). Grounded theory provides a systematic method of data collection and analysis 
that allows the researcher to engage with the research process with little need for 
preconceived hypothesis, allowing for an emergent process (Flick, 2009; Glaser, 
1978; Jones & Alony, 2011).  
 
While grounded theory represents a systematic approach to data collection and 
analysis, it does not represent a unified approach. Since its inception, grounded theory 
has spawned three overlapping yet distinct schools of thought: (1) Glaserian, (2) 
Straussian, and (3) Constructivist. Some of the differences between these schools are 
subtle, while others are meaningful, and refashion the collection and analysis of data 
and thus theory development. Despite differences between these schools, they all 
overlap, to varying degrees, with the original tenets of grounded theory (Charmaz, 
2014; Glaser, 1978; Glaser & Strauss, 1967; Strauss & Corbin, 1990). These tenets 
include simultaneously collecting and analysing data; constructing codes, categories, 
and theories from the data and not from preconceived hypothesis; using constant 
comparison and advancing the development of theories throughout the process of data 
collection; analysis and filling in theoretical gaps and elaborating on relationships and 
specification of categories through memo-writing.  
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Despite starting from a unified base, grounded theory has splintered on philosophical 
fault lines. Grounded theory is very much a product of its parent discipline, sociology. 
Ontological and epistemological issues plagued sociology during the inception of 
grounded theory. Its founders, Glaser and Strauss, differed in their philosophical 
positions. Glaser was heavily influenced by the positivist position, while Strauss was 
inclined towards pragmatism. The major differences between the Glaserian and 
Straussian approaches are outlined in Table 2.  
 
Table 2: Major differences between Glaserian & Straussian grounded theory (Adapted 
from Jones & Alony (2011) and Onions (2006)).  
Glaserian Straussian 
Beginning with general wonderment (an 
empty mind)  
Having a general idea of where to begin  
Emerging theory, with neutral questions  Forcing the theory, with structured questions  
Development of a conceptual theory  Conceptual description (description of situations)  
Theoretical sensitivity (the ability to 
perceive variables and relationships) comes 
from immersion in the data  
Theoretical sensitivity comes from methods and tools  
The theory is grounded in the data  The theory is interpreted by an observer  
The credibility of the theory, or 
verification, is derived from its grounding 
in the data  
The credibility of the theory comes from the rigour of 
the method  
A basic social process should be identified  Basic social processes need not be identified  
The researcher is passive, exhibiting 
disciplined restraint  
The researcher is active  
Data reveals the theory  Data is structured to reveal the theory  
Coding is less rigorous, a constant 
comparison of incident to incident, with 
natural questions and categories and 
properties evolving. Take care not to “over- 
conceptualise”, identify key points. 
Coding is more rigorous and defined by technique. 
The nature of making comparisons varies with the 
coding technique. Labels are carefully crafted at the 
time. Codes are derived from microanalysis, which 
consists of analysis word-by-word. 
Two coding phases or types, simple 
(fracture the data then conceptually group 
it) and substantive (open or selective, to 
produce categories and properties).  
Three types of coding, open (identifying, naming, 
categorising, and describing phenomena), axial (the 
process of relating codes to each other), and 
selective (choosing a core category and relating 
other categories to it). 
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A third school was developed when grounded theory took a constructivist turn in the 
early 1990s (Charmaz, 2014). The constructivist movement was largely due to the 
perceived growth and dominance of positivistic assumptions underlying grounded 
theory. Constructivist grounded theory adheres to many of the traditional aspects of 
grounded theory such as inductive reasoning, iterative logic, constant comparison, 
emergence, and being open-ended in its approach. What constructivist grounded 
theory brings can largely be seen as an emphasis on subjectivity, relativism, and 
meaning (see Table 3) (Barnett, 2012; Charmaz, 2014). By adhering to some of the 
central tenets of traditional grounded theory, Charmaz keeps her approach systematic, 
but by emphasising co-creation, subjectivity, and relativism, she fosters flexibility as 
well.  
 
Table 3: Tenets of Constructivist Grounded Theory (Taken from Breckenridge, Jones, 
Elliot, & Nicol, 2012; Charmaz, 2014) 
Tenets of Constructivist Grounded Theory 
1. Data and analysis are co-constructed in the interaction between the viewer and the 
viewed, the researcher and the participant. 
2. Constructivist grounded theory assumes a relativist position regarding reality. This 
means that the theory derived from a constructivist grounded theory is seen as an 
interpretation of reality and not an objective reporting of it.   
3. The relativist position assumes multiple realities and therefore constructivist 
grounded theory does not centre on a core category. 
4. Researchers are encouraged to give voice to their participants’ views and lived 
experiences. 
5. Researchers using constructivist grounded theory come with a predetermined 
philosophical viewpoint regarding epistemology and ontology.  
6. Adheres to social constructivism and the idea that meaning is constructed through 
the interaction of the participant and researcher. The grounded theory is ultimately 
a product of the researcher’s reflexivity on that process.  
 
 
3.2.2 Consideration of other Methodologies 
During the development phase of this research project, other qualitative methods such 
as Thematic Analysis (TA) and Interpretative Phenomenological Analysis (IPA) were 
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considered. Both methods were deemed valid approaches to answering the current 
research question but were not chosen due to their limitations or inability to meet the 
demands of the research question.  
 
TA was not utilised, as its primary focus is the description of data rather than theory 
development (Braun & Clarke, 2006; Floersch, Longhofer, Kranke, & Townsend, 
2010). TA is a flexible approach that is not bound by theoretical constraints. It can be 
used in a similar fashion to grounded theory by utilising the methods of constant 
comparison etc., but its primary focus is still the description of data (Boyatzis, 1998). 
Understanding the positive impact of caring requires more than mere description. It 
requires an abstract understanding that may illuminate aspects of the phenomena that 
could aid practice and policy.   
 
IPA, like TA, has been described as a descriptive rather than explanatory method. Its 
main focus is the description of lived experiences and how its subjects generate 
meaning of those experiences (Sokolowski, 2000; Starks & Brown-Trinidad, 2007; 
Stewart & Mickunas, 1974). Constructivist grounded theory also tries to capture the 
experience of subjects and give them voice in the analysis, however it does not stop 
there. Grounded theory, regardless of the version, seeks to unearth subjective and 
social processes at the heart of the phenomena under investigation. In doing so, an 
understanding above and beyond the description of a lived experience is created.  
 
Also, there is an implicit assumption within IPA that the participants understand the 
phenomena they are being questioned on, and know what it is like to be in that 
situation, or have that experience. The current research question relates to a topic 
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(positive impact of caring) that is new, and a construct (Resilience) that is a modern-
day Rorschach. Given the novelty of the topic it is possible that subjects are not fully 
aware of “what it is like” to be exposed to resilient clients or what their “lived 
experiences” with such clients are like. Grounded theory, unlike IPA, is not confined 
to the lived experience of phenomena. Given the novelty of the experience at the heart 
of the research question, it would be ill-advised to limit the scope of the data 
collection and analysis to “what it is like”.  
 
Table 4: Strengths & Weaknesses of Grounded Theory  
(Adapted from Hussein, Hirst, Salyers, & Osuji, 2014; Jones & Alony, 2011) 
Strengths of Grounded Theory Weaknesses of Grounded Theory 
Not constrained by a prior knowledge/ 
fosters creativity.  
Laborious. 
Capacity to interpret complex 
phenomena.  
Limited Generalizability. 
Appropriate for investigating socially 
constructed experiences. 
Multiple versions of grounded theory lead 
to confusion and methodological errors 
Accommodates social issues.  
Can fit with different types of 
researchers across different disciplines.  
 
Systematic yet flexible methodology.   
Ability to generate abstract, interrelated 
concepts. 
 





3.2.3 Grounded Theory Methodology for Current Study 
Grounded theory has been specifically chosen to answer the current research question 
because of the lack of empirical and theoretical knowledge regarding the topic at 
hand. When such information is missing one cannot use existing knowledge as a 
springboard. Grounded theory does not utilise preconceived knowledge or hypothesis. 
It focuses on the use of systematic methods to inductively generate new concepts and 
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theories that can further our understanding of new areas (Glaser, 1978).  
 
The current research questions relates to a larger topic of working with traumatised 
individuals, an area that requires more knowledge to aid the protection of carers. 
Grounded theory, as a method, is seen as a beneficial early step in the development of 
knowledge that may lead to meaningful impacts on practice and policy (Starks & 
Brown-Trinidad, 2007).  
 
The current research will utilise a constructivist grounded theory approach. A 
constructivist approach has been chosen due to the alignment of its philosophical 
position with that of the author (Breckenridge et al., 2012; Denzin & Lincoln, 2005; 
Lincoln & Guba, 2005). It is this author’s opinion that the systematic, yet flexible 
stance of the constructivist method is best suited for capturing the breadth of the 
research question at hand because of its emphasis on subjectivity and relativism.  
 
The current study utilised the core components of Grounded Theory during data 
collection and analysis (Charmaz, 2014): 
 
1. Simultaneous data collection and analysis. 
2. Constructing codes and themes from data and not from preconceived 
hypothesis. 
3. Engaging in constant comparison by making comparisons during each phase 
of analysis. 
4. Advancing theory development during each step of data collection and 
analysis. 
5. Memo writing to elaborate themes, specify their properties, define 
relationships between categories and identify gaps. 
6. Sampling aimed toward theory construction.  
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3.3 Participants 
3.3.1 Demographic Information 
Participants included 13 clinical psychologists (Female=9, Male=4) working with 
adult populations. The average age of participants was 45. Participants had, on 
average, 15 years’ clinical experience. All participants met the following criteria: 
 
• A qualified clinical psychologist. 
• Minimum 2 years’ experience. 
• Works primarily with adults without an intellectual disability. 
 
All participants, with the exception of one, were currently working with an adult 
population. At the time of the interview, the psychologist in question was not working 
with adults but had previously worked with adults.  




Participants Age Years of Clinical 
Experience 
Area of Work at Time of Interview 
Psychologist.1 52 22 Adult Mental Health 
Psychologist.2 57 23 Adult Mental Health 
Psychologist.3 48 7 Adult Mental Health 
Psychologist.4 40 7 Adult Mental Health 
Psychologist.5 41 12 Adult Mental Health 
Psychologist.6 61 39 Specialized Adult Population 
Psychologist.7 55 22 Adult Mental Health 
Psychologist.8 29 2 Adult Mental Health 
Psychologist.9 31 2  Adult Mental Health 
Psychologist.10 43 15 Adult Mental Health  
Psychologist.11 41 9 Child and Adolescent Mental Health 
 
Psychologist.12 42 14 Adult Mental Health 
Psychologist.13 49 24 Adult Mental Health 
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3.3.2 Sampling Procedure 
Participants were recruited through email. A recruitment email (see Appendix B) was 
sent to Principal Psychologists around the country. In turn, they were asked to 
disseminate an email (see Appendix C) to psychologists in their respective regions. 
Attached to the email was information regarding the study (see Appendix D). If 
psychologists met the criteria and wanted to participate, they were encouraged to 
email the researcher directly. When interested participants contacted the researcher, a 
date and time of their convenience was arranged to conduct the interview.  
 
3.4 Procedure 
The following subsection will elaborate on the practical aspects of data collection. 
 
3.4.1 Location & Duration 
All 13 initial interviews took place at the place of employment of the participants. 
Interviews took place in quiet, comfortable rooms with minimum distractions. Nine 
follow-up interviews were conducted. Four of the nine follow-up interviews were 
conducted at the participants’ places of employment. The remainder of the follow-up 
interviews were conducted over the phone at the participants’ request. Initial 
interviews lasted, on average, 70 minutes (range: 55-75 minutes). Follow-up 
interviews lasted, on average, 15 minutes (range: 10-40 minutes).  
 
3.4.2 Initial Interviews 
Participants engaged in semi-structured interviews examining the research question, 
“How are Clinical Psychologists Affected by a Client’s Ability to Adapt to Adversity 
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(Resilience)?” During the interview process, participants were asked to focus on their 
experiences with adults they have worked with who displayed Resilience. 
 
During initial interviews, participants were reminded of the nature of the study and 
written consent was obtained prior to commencement of the interview (see Appendix 
E). Interviews were audio-recorded using a Sony IC Recorder (ICD-BX140). 
 
The interview schedule was semi-structured and the questions (see Appendix F) were 
developed to elicit information salient to the research question. The development of 
the interview schedule was influenced by the constructivist and intensive interviewing 
practices outlined by Charmaz (2014). Questions were open-ended and focused on the 
participants’ experiences, perspectives, and meanings. The interview process retained 
a degree of flexibility and followed unanticipated areas of inquiry. Questions were 
added to the interview schedule to aid investigation of emerging areas. Questions 
were also removed from the interview schedule if they failed to yield relevant 
information (see Appendix G).  
 
The interview schedule was also influenced by the critical incident technique (CIT). 
The CIT was originally defined as:  
 
…a set of procedures for collecting direct observations of human behavior in 
such a way as to facilitate their potential usefulness in solving practical 
problems and developing broad psychological principles. The critical incident 
technique outlines procedures for collecting observed incidents having special 
significance and meeting systematically defined criteria. (Flanagan, 1954, p. 
327)  
 
	   54	  
CIT is a systematic yet flexible way of looking at specific incidents and identifying 
specific behaviours, outcomes, and antecedents of a given incident (Hughes, 2007; 
Wong, Wong, & Ishiyama, 2013). The CIT was used to elicit specific information 
regarding participants’ experiences with resilient clients.  
 
3.4.3 Post Recording 
Following the conclusion of the initial interview, participants were thanked for their 
time and insights into the research question at hand. An informal discussion regarding 
the research project and how the participants found the interview process occurred. It 
was during this time the author sought permission to contact the participants again for 
possible follow-up interviews.  
 
3.4.4 Field Notes & Memos 
During the analysis phase, notes and memos were taken regarding the interviews and 
the analysis process (Charmaz, 2014). Notes were taken after each interview and 
explored what the interview was like, what emerged, key words or phrases, and how 
the participant presented during the interview process (see Appendix H). These notes 
reminded the researcher of events, actions, and occurrences during the interviews that 
helped triggered thinking processes.  
 
Memos were primarily analytical in nature, and used to examine codes and ideas to 
further theoretical understanding of data. Memoing provided the author with a way of 
dialoguing and identifying what was happening during interviews. It also helped the 
author to put his thoughts on paper. By putting thoughts and ideas on paper, the 
author was able to look at what was happening implicitly and explicitly in the data but 
	   55	  
also his own thinking process. Memos were often the initial steps in the development 
of more concrete themes and lines of inquiry for the author.  
 
The memos were also used reflexively to identify biases and preconceptions 
influencing analysis (see Appendix I). Grounded theory attempts to conduct data 
collection and analysis free from pre-conceived assumptions and judgments regarding 
the data. However, qualitative data is not the sole product of the research participants. 
It is the product of the interaction between the researcher and the participants 
(Charmaz, 2014). Due to the researcher’s contribution to theoretical development, it is 
imperative that the researcher remains cognisant and reflective regarding their 
contribution to the process. Memoing helped the author remain reflective and critical 
regarding how he was interoperating the data and constructing the themes and theory.  
 
3.4.5 Authorisation   
Following each initial interview, the content was transcribed into a Word document 
within 1-3 days of the interview finishing, and before the next interview took place. 
Participants were emailed following transcription (see Appendix J) and asked if they 
would like a copy of the transcript. Participants were asked to review the transcripts 
for accuracy and were encouraged to makes suggestions regarding any changes they 
deemed necessary.  
 
3.4.6 Follow-Up Interviews 
Follow-up interviews were conducted with participants to gather more information on 
emerging themes. Follow-up interviews were idiosyncratic, as they depended on what 
information was gathered in the initial interview and what emerged during the initial 
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stages of analysis (see Appendix K). During follow-up interviews, the author took 
time to go through the initial interview with the participants. The author checked for 
accuracy regarding how data had been transcribed and interpreted by the author. 
During this time participants were able to suggest amendments. After follow-up 
interviews, the content was transcribed within 1-2 days of the interview finishing and 
before the next interview took place.  
 
3.5 Data Analysis & Management  
Interview data was analysed in accordance with the principles of Grounded Theory 
(Charmaz, 2014). Analysis applied the following steps:  
 
3.5.1 Transcribing 
• Following each interview the audio content was transcribed verbatim by the 
interviewer. 
• Data was inputted into a Word document on a password-protected computer. 
• Data was transcribed and analysed as soon as possible after each interview and 
prior to the next interview to allow changes to the interview schedule to aid 
theory development (Barnett, 2012; Charmaz, 2014). 
• The interviewer anonymised data, and participants were assigned a code in 
place of their name. 
• Data was stored on a password-protected computer. 
• Notes and memos were kept throughout the transcription process. These 
included information and reflections on how participants interacted, their 
emotional responses, key words and phrases, thoughts on emerging themes or 
areas of interest, and the authors questions and thoughts on what emerged 
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from the collection, transcribing, and analysis of data.  
 
3.5.2 Initial Coding 
Data analysis was conducted in line with the constructivist grounded theory method 
(Charmaz, 2014). The audio recordings of the interviews were listened to repeatedly, 
and transcripts were read and re-read to aid immersion into the data. Initial coding 
involved deconstructing the data by analysing the interview line-by-line (see 
Appendix L). Initial coding used gerund words. Line-by-line coding with gerund 
words can help researchers stay close to the data, examine actions, define implicit 
meanings, and explore the data in an immersive way (Charmaz, 2014). In an attempt 
to produce interview-driven themes and to remain close to the data the author used in 
vivo codes as per Grounded Theory principles.  
 
Over the first two or three interviews, the author’s transcription of data was aided by 
placing the data in a Microsoft Word table consisting of three columns: verbatim 
transcript, line-by-line coding, and focused coding. The third column was the last to 
be filled, after the researcher thought about and explored the information gained from 
the line-by-line coding. However, after three interviews the author found it difficult to 
grapple with the large amounts of text. This interfered with the author’s ability to 
conceptualise and think abstractly about what was emerging from line-by-line coding. 
The researcher stopped using a third column for written text to denote the focused 
coding. Instead the author began to use visual diagrams to represent focused coding 
(see Appendix M).  
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3.5.3 Focused Coding 
Focused coding involved going over the initial codes and examining the most 
significant and/or frequent codes to analyse and make sense of the data. During the 
focused coding phase, initial codes were grouped, compared, and re-coded in an 
attempt to further analyse and “categorize the data incisively and completely” 
(Charmaz, 2014, p. 138). For example, in the case of the focused code “restoring faith 
in therapy” (see Appendix M), the author grouped the 14 themes from the initial 
coding phase and began to look at what they were saying and how they were similar. 
This allowed the author to wrestle with the data and decided how larger pieces of data 
could be categorised.  
 
3.5.4 Theoretical Coding 
Theoretical coding was the final phase of analysis (Charmaz, 2014; Glaser, 2005; 
Hernandez, 2009). It involved grouping, comparing, and merging codes from the 
focused coding phase into more substantial themes (see Appendix N). For example, in 
the case of the focused code “restoring faith in therapy”, the author grouped it with 
nine other focused codes from different interviews. The author began to examine the 
focused codes to see how they were similar and different and how they could account 
for what was emerging in the data.  
 
The theoretical coding phase allows for more substantial themes that can individually 
account for large amounts of data and, collectively, result in a grounded theory by 
examining the interrelationship between them (Barnett, 2012; Charmaz, 2014; 
Hernandez, 2009). When substantial themes such as “Affirmed Beliefs” (see 
Appendix N) were developed, the author began to question how it related to other 
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substantial themes that were emerging. Through questioning and comparing the 
substantial theme of “Affirmed Beliefs” to other substantial themes the author was 
able to place it within a larger theoretical model. However, there were occasions 
where this process resulted in themes becoming further subsumed. For example, the 
theme “Positive Experience” (see Appendix O) came into being after two substantial 
themes (Different Energy and Admiration) were deemed, through comparing and 
contrasting, to be referring to a larger concept.  
 
Comparisons took place within and across each phase of analysis throughout data 
collection and analysis in accordance with the constant comparative element of 
grounded theory (Charmaz, 2014; Elliott & Lazenbatt, 2005).  
 
3.5.5 Theoretical Saturation 
Saturation is a necessary component of grounded theory to ensure codes and themes 
have reached sufficient depth (Charmaz, 2014). The iterative process of data 
collection, analysis, and theoretical development continued until theoretical saturation 
was reached. Theoretical saturation was deemed to have occurred when interviews 
ceased to yield new information, or failed to shed light on previous existing themes. 
Saturation began to occur around interview eleven; eight follow-up interviews had 
been conducted at that point. Theoretical saturation was also deemed to have occurred 
because exploration of existing themes began to diverge significantly from the 
research question. For example, by interview eleven the exploration of the theme 
“affirmed beliefs” began to focus on psychologists’ general world beliefs rather than 
exposure to resilient clients. To ensure that theoretical saturation had indeed been 
achieved, two more initial interviews and one follow-up were conducted. After these 
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three interviews failed to yield new information, the author was confident theoretical 
saturation had been achieved.  
 
3.6 Ethical Considerations 
Ethical approval for this study was granted by the University of Limerick Research 
Ethics Committee (see Appendix P). 
 
3.6.1 Consent 
All participants were over eighteen years of age and capable of providing informed 
consent. Participants were informed prior to the initial interview that they were 
allowed to withdraw from the study at any stage.  
 
3.6.2 Confidentiality 
Data obtained from the interviews was transcribed and anonymised by the author. 
Initials or generic terms replaced names of people and places. For example, instead of 
stating the names of towns or villages, the terms town, village etc. were used. Consent 
forms, demographic information, recordings, and transcripts were stored in a secure 
location and on a password-protected computer. All data gathered will be processed 
and preserved according to the Research Ethics Committee requirements.  
 
3.6.3 Emotional Distress 
The current study will be asking participants about how they have been affected by 
their clients’ ability to adapt to adversity. Despite focusing on what would be 
considered a positive topic, it remains possible that exploring this topic could trigger 
responses associated with difficult cases or experiences. It is also possible that 
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participants may confide in feeling the negative aspects of caring such as BO or CF. If 
such cases arises participants will be given information about services that can help 
such as the Employment Assistance Programme (EAP). 
 
3.7 Rigour 
Steps were taken to try and ensure the rigour of the study (Elliot & Lazenbatt, 2005;  
Lincoln & Guba, 1985; Houghton, Casey, Shaw, & Murphy, 2013). Below are the 
steps taken to ensure the rigour of the current study. 
 
• Member Checks: Participants were asked to clarify the accuracy of the data. 
This was done during the sessions by asking participants to clarify what they 
meant and asking for their feedback on how the interviewer was interpreting 
what they were saying. Following the initial interview, participants were 
offered a copy of the transcript to review for accuracy and were encouraged to 
provide feedback. During follow-up interviews the content of the initial 
interview and the products of the data analysis were discussed with 
participants to check for accuracy and to gather further information.  
• Internal Coherence: Data collection and analysis was conducted in accordance 
with a recognised and respected methodology, Grounded Theory (Charmaz, 
2014). The data analysis procedures of Grounded Theory were rigorously 
adhered to.  
• Thick Descriptions: Attempts were made to present a significant amount of 
raw data in the results section to allow the “participants voices” to be evident 
in the analysis. This allows the reader to self-interpret and valorise the 
findings.  
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• Independent Audit: The author also availed of extensive supervision during the 
research process. Supervision helped confirm the rigour of the study and the 
emergent findings of the research process.  
• Prolonged Engagement: The author spent a considerable amount of time 
engaging with the raw data. The process of data collection and analysis took 
approximately 8-9 months. During that period the author became immersed in 
the data and became extremely familiar with it. The author also conducted 
over 20 interviews that examined the phenomena at hand. Both the amount of 
interviews conducted and time spent examining the data lend credence to the 
author’s claim that a thorough understanding of the phenomena at hand has 
been gained. 
• Audit Trail: Care has been taken in compiling the current research paper to 
highlight major decisions regarding the construction of the current research. 
The author’s decision regarding the choice of methodology has been 
sufficiently highlighted in this section. Also the author outlined precisely the 
definition of Resilience used in the current research project to aid the reader’s 
understanding and critique of the paper. Detailed descriptions and 
diagrammatic representations of how data was coded in each stage have been 
outlined in this section and Appendices. This provides the reader with 
sufficient information and examples to understand how the author approached 
interpretation. The results section (see Chapter 4) has also been represented in 
a deconstructive way. The results section is broken up into four phases. These 
phases represent the course that data collection, analysis, and interpretation 
took during the study. By highlighting each phase the author hopes to 
highlight how and why certain themes emerged. It also helps to show why 
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certain areas or themes were explored which ultimately influenced the final 
theoretical product.  
• Reflexivity: Due to the subjective nature of qualitative research, the author was 
careful to acknowledge and highlight his biases. This was achieved by taking a 
reflective stance regarding the author’s contribution to data collection and 
analysis. This reflective stance often emerged in field notes and memos (see 
Appendices H & I). The author also highlighted his biases prior to the research 
and noted new and emerging biases. For example, the author was aware that 
before beginning the research project he was primed to seek out the positive 
aspects of the phenomena at hand (see Section 5.14). The author has also 
provided a reflective section regarding the author and his personal beliefs. It is 
hoped this section will demonstrate the biases that influenced how the research 
was conceived, conducted, and complied (see section 5.14).  
 
Ensuring rigour is a necessary component when conducting qualitative research. The 
author of the current research project has tried to be rigorous by conforming to the 
criteria of rigour such as creditability (prolonged engagement, member checking, 
independent audit), dependability (audit trail, reflexivity), confirmability (audit trail, 
reflexivity), and transferability (thick descriptions) (Houghton, Casey, Shaw, & 
Murphy, 2013; Lincoln & Guba, 1985).  
	  
3.8 Chapter Conclusion 
The current chapter explored the author’s rationale for applying Grounded Theory 
principles to the research question “How are Clinical Psychologists Affected by a 
Client’s Ability to Adapt to Adversity (Resilience)?” Information was also provided 
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regarding the specifics of data collection and analysis. The following chapter will 
explore the themes and theory that developed from engaging in the processes outlined 















































	   66	  
4.1 Chapter Introduction 
This chapter will present the findings of the current research project. The research 
project was guided by constructivist grounded theory and therefore did not work 
towards a core theme. Eleven key themes emerged from the data during data 
collection and analysis. Each theme and its subordinate themes will be discussed 
in this chapter. A discussion of the findings will follow in Chapter 5. Firstly, a 
brief outline of how the data will be presented is warranted. 
 
4.1.1 Overview & Data Presentation 
Each theme will be presented as coherently and accurately as possible. Direct 
quotes will be used to clarify and add depth to the themes discussed. Anonymity 
will be ensured by using the terms psychologists use to refer to participants. The 
author acknowledges his own influence on the data. Through the use of raw data, 
in the form of quotes, and reflexivity, in the form of memo boxes, the author 
hopes to provide the reader with enough information to appropriately scrutinise 
the interpretations made in this research.  
 
The findings will be divided into four sections. Each section will discuss a key 
phase in data collection and analysis. The purpose of dividing the findings into 
sections relating to research phases is to help guide the reader through the 
construction of the resulting theoretical model. Each section represents key 
aspects of theoretical development and will be discussed below. 
 
4.1.2 Phase 1 
Phase 1 consists of five key themes: Learning, Hope, Meaning, Affirmed Beliefs, 
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and Positive Experience. These five themes were amongst the first to emerge 
during initial data collection and analysis. They refer to the outcomes that result 
from working with resilient clients. They are in part due to the interview question 
“What is it like to work with a client who displays Resilience?” Psychologists’ 
initial responses rotated around the idea that it was enjoyable and different from 
other clients. By exploring and probing “what” and “how” it was different and 
enjoyable, the five themes mentioned above began to emerge.  
 
4.1.3 Phase 2 
Phase 2 consists of eight key themes: Adversity, Defining Resilience, Needing 
Resilience, Requiring Resilience, Resource Base, Motivation & Effort and 
Psychologists’ Resilience. These eight themes emerged by examining and 
questioning information that emerged during Phase 1. Phase 1 consisted of 
exploring outcomes of working with resilient clients. However, through data 
collection and analysis, it emerged that psychologists placed a great emphasis on 
context. Psychologists answered questions regarding ‘what it was like to work 
with resilient clients’ but it did not occur in a vacuum. For example, psychologists 
often mentioned clients with low Resilience and what they were like to work with. 
The author began to explore similarities and differences between working with 
high and low resilient clients. During Phase 2, the author began to explore the 
context that the outcomes from Phase 1 occurred in, resulting in the themes 
outlined above.  
 
4.1.4 Phase 3 
Phase 3 consists of four key themes: Towards Progress, Progression, Sameness, 
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and Reward. During this phase of data collection and analysis, the author began to 
ask questions regarding the themes that were emerging. Why are the outcomes 
that emerged during Phase 1 associated with resilient clients? How do those 
outcomes come to be? What impact do the outcomes have? Why is the context 
from Phase 2 important? The inquisitive stance the author took regarding Phases 1 
and 2 helped shape the themes that emerged in Phase 3.  
 
4.1.5 Phase 4 
During Phase 4, the author began to reflect on what was emerging from Phase 3. 
A narrative began to emerge from questioning the Phase 3 data. This narrative 
regarded the intentions of the psychologist’s actions with regard to client and their 
work. During Phase 4 the author began tying the themes from previous phases 
together using the narrative that emerged from reflection of the data to construct a 












	   69	  
4.2 Phase 1 
 
4.2.1 Learning  
Psychologists reported learning from their clients’ Resilience. Some psychologists 
saw the importance of skills like self-compassion or dwelling less, while others 
saw the importance of social supports, finding the positive in difficult situations, 
or perspective.  
 
I’ve learned not to take things for granted. I think it gets you away from 
being upset about small things. (Psychologist 6) 
 
Psychologist 4 saw how one resilient client used social supports following sexual 
assault.  
 
She had a good loving family and she was able to use that support structure 
to challenge the mistrust schemas and internal critics that developed after. 
(Psychologist 4) 
 
There were less idiosyncratic learnings, such as learning about what it truly takes 
to adapt to adversity. 
 
It makes me look at what it means to be resilient. I used to think it was just 
being like ‘everything is gonna be fine’. But working with people who 
have had to live through horrible experiences and manage them I feel I’ve 
learned more about real resilience. (Psychologist 9) 
 
I find I learn from comparing us, particularly if they are resilient. You pick 
up some tips from them. Things that you can use yourself maybe but also 
	   70	  
things that you could use for your next client… (Psychologist 12) 
 
By being exposed to resilient clients, psychologists learn about Resilience and 
what it takes to adapt to adversity, which may benefit themselves and other 
clients. However learning about Resilience may not be limited to exposure to 
resilient clients. 
 
There’s learning in other ways with unresilient clients in the way that I’d 
see what not to do. I try to hang on to that learning. It’s like it allows me to 
look at some situations people find themselves in and I’m like ‘this is 
where I could end up if I keep going or I do that’. So they can be wake up 
calls. (Psychologist 7) 
 
It seems possible to learn about Resilience by seeing low levels of it. The 
psychologist gets to see what does not aid a client’s Resilience.   
 
Being exposed to resilient clients may impact how a psychologist understands 
resilience and they may take ideas from their work to benefit themselves and 
others. However such learning is not limited to resilient clients. 
 
4.2.2 Hope 
Hope is another outcome of working with resilient clients. Resilient clients were 
seen as being more hopeful before and during therapy. 
 
 It’s nice to think that people don’t lose hope. I think so often in this work 
we see people who can’t see a future for themselves. So seeing someone 
keep that and maybe even achieve something is really nice. It leaves me 
hopeful that…if they have that resilience then they can make it. 
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(Psychologist 8) 
 
The hope that the resilient client carries impacts the psychologist. They are left 
with a broad-spectrum feeling that things will be OK. Experiencing the hope that 
resilient clients have makes hope seem more real.  
 
It’s just a feeling like, ‘yeah, they’re going to be OK’. I think that kind of 
leads us to feel like we are gonna be OK too. It’s like that bigger, more 
kind of social unconscious piece. I think if hope is there, out there in the 
room or the environment then it almost makes it real [laughter]. 
(Psychologist 12)  
 
Psychologist 13 described how resilient clients induce hope in the psychologist. 
 
I think resilient people are more hopeful in themselves but also more hope-
inducing in the therapist. I find that can set up this positive cycle. They are 
hopeful about themselves and that makes me hopeful for them, which 
generates this positive energy. (Psychologist 13) 
 
Resilient clients appear to be more hopeful about their ability to achieve or make 
it. This appears to induce similar hopeful feelings in the psychologists. They begin 
to believe that clients can make it.  
 
If a client’s hope is low or absent it can have the opposite effect. Psychologist 12 
described how working with low resilient clients can influence a psychologist’s 
personal feelings of hope.  
 
Working with people with low resilience I find that it’s kinda like 
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Seligman’s dogs. If you are constantly getting lack of progress, no 
resilience from them, not even building towards resilience I think I’d start 
to lose hope myself. (Psychologist 12) 
  
Hope is something that the resilient client has, and brings to therapy. This impacts 
the psychologists by inducing hope in them regarding the client and themselves. 
By seeing the hope resilient clients have, the psychologist gets experiential 
confirmation of its existence.  
 
4.2.3 Affirmed Beliefs 
Affirmed beliefs refers to the idea that by working with resilient clients a 
psychologist’s beliefs regarding specific things such as therapy are sustained or 
even confirmed.  
 
Psychologists can have doubts regarding the utility of their profession, but 
resilient clients help alleviate such reservations.  
 
From time to time you can get those little doubts about the job and you’re 
like ‘is this worthwhile, would we be just better off giving medication’ and 
all that shite. Then when you see the ones who are managing their 
hardships it’s like ‘yeah it can be done’. It leaves you with a sense that 
people can do it. (Psychologist 7) 
 
Working with resilient clients has a restorative or confirming quality on 
psychologists’ beliefs. 
 
It restores my faith. Like my beliefs, my fundamental beliefs that the work 
are based on, like ‘can we learn to deal with adversity? Can we survive? 
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Can we come to a place in ourselves where we can resolve past hurts, past 
traumas with help?’ Yes! It restores my faith in a lot of the theories we 
study, theories of the self, theories of growth. (Psychologist 10). 
 
The experience of working with resilient clients confirms beliefs the psychologists 
hold regarding their profession and its efficacy. There is an alignment between 
what the psychologist beliefs about the work and what is seen in practice.  
 
Such alignments are not guaranteed from encounters with all clients and there can 
be a clash of worldviews. Psychologist 7 discussed a client they deemed “the most 
tenaciously negative, unresilient person” they had worked with.  
 
This person tries to convince me of how bad the world is. (Psychologist 7) 
 
The clash of ideologies came to a head when Psychologist 7 required this client to 
replace a cheque the psychologist had lost as a result of dropping his wallet at a 
concert.  
  
I emailed him and told him what had happened He came back, kinda 
tongue in cheek, but kinda serious too, ‘oh see, I wouldn’t go to things like 
that cause stuff like that happens and it was probably robbed’. It felt like 
he was saying I was wrong and he was right and the world was a miserable 
place. I was like ‘ya bastard!’ (Psychologist 7) 
 
There can be a misalignment between what the psychologist and the client believe 
to be true in the context of the work and the wider world. Working with clients 
with low resilience may challenge a psychologist’s belief system inside and out of 
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work. Having the experience of resilient clients allows the psychologist’s beliefs 
regarding the work to be confirmed.  
 
4.2.4 Meaning  
Meaning is another outcome of working with resilient clients. Meaning refers to a 
sense of purpose or life enrichment that comes from working with resilient clients.  
 
Resilient clients are more willing to engage and are open to the process of 
receiving care from the psychologist. The psychologist’s efforts are not in vain.   
 
They are willing to take what we bring to the session. There’s an 
acceptance. That’s what gives it that sense of purpose. I’ve done 
something, it’s been received, I’ve had an impact. (Psychologist 6) 
 
Psychologist 9 talks about how being allowed to help a client allows one to make 
sense of one’s life. 
 
I suppose it helps me make sense out of my own life in that existential kind 
of way. I think on a bigger scale it makes sense out of things for me. It 
makes me feel more secure about my place in the world. I look at some of 
my friends and I don’t think they have that same level of purpose from 
their work. I think for some of them their job can feel less rewarding or 
maybe not as useful in a larger way. (Psychologist-9) 
 
The impact that the psychologist has on a client can extend beyond the client to 
the systems they find themselves in, which as Psychologist 4 highlights, is 
meaningful. 
 
	   75	  
Like they’ve changed but because they’ve changed that’s rippled out to 
their children, their partners, and their communities. You don’t know what 
positive effect that is going to be having years after the experience. That’s 
something that I take a lot of meaning from in the work. (Psychologist 4) 
 
The resilient client is open to the psychologist’s attempts to help. This helps the 
psychologists feel more secure about what they do and their place in the world. 
They are impacting a client’s life and the lives of others. From that, a sense of 
purpose and meaning is derived.  
 
MEMO BOX 1: POSITIVITY & NEWNESS 
Early in data collection and analysis it started to emerge that psychologists saw their 
interaction with resilient clients as predominately positive. It was not just the 
psychologists’ talk that was positive. Many of them smiled, laughed, and seemed 
enthusiastic when talking about resilient clients. It was through specific questioning of 
this positivity that the themes in Phase 1 started to emerge. When questions like “what” 
and “how” were asked of the apparent pleasing or enjoyable nature of working with 
resilient clients, themes such as meaning and hope developed.  
When psychologists were asked to think about their experiences with resilient clients 
there were a lot of pauses and time spent thinking. It seemed, and many reported, that 
they did not spend a lot of time looking at the positive impact that clients can have on 
them. The activity of thinking about such experiences had a feeling of newness to the 
psychologists, which resulted in many of the interviews having a strong sense of 
exploration on behalf of the psychologists, regarding how clients have positively 
impacted them. I think the newness of the topic affected the depth the psychologists could 
go to regarding how resilient clients have impacted them. I wonder if what they reported 
would be different if they were used to thinking about the positive impact of clients? 
 
 
4.2.5 Positive Experience 
Positive Experience is another outcome of working with resilient clients. 
Specifically, it refers to how psychologists feel about resilient clients and their 
interaction with them. Positive experience emerged as the product of two 
subordinate themes: (1) Different Energy and (2) Admiration.  
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4.2.5.1 Different Energy 
Different energy refers to how the psychologist feels about interacting with 
resilient clients. Interacting with resilient clients is described as having a different 
energy than interacting with low resilient clients.  
 
It can be novel! I got it with that lady I mentioned earlier. It’s 
energising…when I look at my diary and I see those 4 or 5 cases of where 
people are suicidal and really struggling it’s like ‘OK! [sigh]. Then I see 
this lady in the middle and it’s like a different energy. It’s more relaxed. 
But to me what stands out was that it was enjoyable. I enjoyed my time 
with her. There’s not many, and this sounds terrible, but there’s not many 
where I can say that. (Psychologist 11) 
 
This different energy is seen as something positive. 
 
Em…pride actually. I’m very proud of her and what she’s been able to do 
and the fact she’s still here and trying to get better. [Pause] Joy, as well. 
She can be a joyful young woman and it can be a joy to work with her. 
(Psychologist 12) 
 
Psychologists talked about a host of positive feelings towards resilient clients. 
They discussed feeling pride, gratification, and joy when they thought of their 
experiences with resilient clients.  
 
4.2.5.2 Admiration 
While psychologists had many superlatives for resilient clients, one stood out the 
most: admiration. The psychologists felt surprised and inspired by what resilient 
clients were able to achieve inside and outside therapy given their adversity.  
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I’m thinking of one lady I’m working with at the moment and she just 
deals so well with a load of ongoing stresses. I’m always awed by the 
strength that she displays even in the face of that. It’s really awe-inspiring 
and I find it a huge privilege to be able to share that with somebody. 
(Psychologist 9). 
 
Psychologist 7 talks about the exposure to resilient clients like the experience of a 
feel-good movie. 
 
It does me good to think that human beings can and do survive horrendous 
circumstances. It’s like any good hero story or a feel-good movie. You see 
the person dealing with and overcoming the adversity and you can’t help 
but feel a sense of admiration. (Psychologist 7) 
 
The positive feelings of admiration, joy etc., were not limited to the time spent 
with the resilient clients. Merely discussing their experiences with such clients 
resulted in visible changes to some psychologists during the interview. When 
Psychologist 2 was asked how it feels to discuss the experience of resilient clients 
the response was enthusiastically:  
 
Well you can see me, energising still. Ya know? [laughter].  
(Psychologist 2) 
 
How a psychologist feels about a resilient client and the interaction with them is 
deemed a positive experience. Psychologists feel pride, joy, inspiration, curiosity, 
and admiration when they think of resilient clients, and that feeling is tapped into 
in the here and now when they reflect on their experiences with such clients.  
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4.2.6 Phase 1 Summary  
Exposure to resilient clients results in outcomes that are experienced as positive by 
psychologists. Resilient clients affect the psychologist on a deep level. They 
positively impact the psychologists’ beliefs regarding their profession and the 
hope they have for clients. The psychologist is also able to derive a deep sense of 
purpose from such interactions. This provides the psychologist with a sense of 
security regarding their “place in the world” (Psychologist 9). The psychologist 
also appears to be impacted on a more pragmatic level. In seeing resilient clients, 
the psychologist gets to see how an individual adapts to adversity. They take 
lessons of how to adapt from such experiences, lessons that can benefit others.  
 
4.3 Phase 2 
 
4.3.1 Adversity 
Adversity refers to the circumstances that have brought clients, regardless of their 
level of Resilience, to see the psychologist. The circumstances are challenging in 
nature and include singular traumatic experiences (e.g. car accidents), chronic 
physical, sexual, and emotional abuse, and various transient or enduring mental 
health difficulties.  
 
The kind of adversity we would be looking at would be people who 
function to some degree but have moderate to severe anxiety, depression, 
psychosis right up to people who are very debilitated and into personality 
disorder. (Psychologist 4) 
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Adversity isn’t limited to generic discussions of work, but was evident in specific 
descriptions of cases with resilient clients. 
 
There would’ve been trauma within her family before she was born and 
there would’ve been trauma within the womb. She was put into the care 
system and would’ve experienced multiple abuses at different levels. 
(Psychologist 12) 
 
Adversity is the motive for seeking psychological support. Clients, regardless of 
their level of resilience, seek support because of adversity and its consequences. 
 
4.3.2 Defining Resilience 
Defining resilience refers to how a clinical psychologist understands the concept 
of Resilience. Resilience was seen as a dynamic capacity that aided a person’s 
ability to manage a variety of adverse life experiences.  
 
Even as an adult she’s experienced multiple abuses and despite all of that 
she’s still standing [laughter]. It’s amazing! She’s great. Now there are 
times where her Resilience goes down and she’s on the floor, but then her 
Resilience goes up and she’s ready to work again. (Psychologist 12) 
 
Resilience was seen as something that helped individuals survive and manage 
their difficulties in such a way that allowed some maintenance of functioning.  
 
I suppose, for me, Resilience would mean the ability to go through a 
stressful, adverse event but be able to learn from it, grow, become stronger 
maybe. (Psychologist 4) 
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I think it’s that ability to keep going, functioning through the hard times. I 
think it is that ability to take steps in the right direction and to try and be 
open, maybe to things that might benefit. So going to therapy, not skipping 
work, seeing people. (Psychologist 10) 
 
The origins of Resilience were discussed as being a mixture of early experiences, 
skills acquirement, and innateness.  
 
Whether it’s pixie dust we get when we are born and we have it then or if 
it’s something we all have and it’s worked out of some of us…. I don’t 
know. (Psychologist 2) 
 
It is something that is there from birth but it is something we can build on. 
(Psychologist 9) 
 
Resilience is seen as the ability to keep going, survive, manage difficulties, and 
retain some level of functioning. Resilience is seen as something that can be 
influenced by genetic make-up but also by what we learn. 
 
4.3.3 Resource Base 
Psychologists described resilient clients as having a strong base prior to 
therapeutic engagement. This resource base appears to have been formed from 
positive life experiences.   
 
Those clients that have been through horrible times but still have been able 
to keep their head above water, they know they can do it. That’s not just 
great, that can be awe inspiring, perplexing at times, but always a 
reasonably good sign that they have something that they’re working from. 
(Psychologist 7) 
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When I see people who are resilient I often think they’ve had a good 
attachment experience somewhere along the line. (Psychologist 2). 
 
The resource base consists of various individual skills such as problem-solving, 
cognitive restructuring, and emotional regulation. 
 
She was able to cope with things well and I think it was down to her ability 
to look at things differently. She could see the humour in things. 
(Psychologist 12) 
 
If someone is resilient I think then they are able to contain their feelings 
better. It’s like…they can hold their distress better or like they can hold 
onto some of it themselves. (Psychologist 10).  
 
Resilient clients were seen as socially astute and able to use supports for 
amelioration. Psychologist 6 described of how two sisters managed the news of a 
terminal illness within their family. 
 
  
As the story unfolded I saw one sister is reaching out and getting support 
from other people and she interacted with others, having meals with them 
and going for walks. The other is shutting down and isn’t allowing anyone 
in. I began to realise, ‘oh this lady for all her distress was using her 
resources to manage’. (Psychologist 6). 
 
 
4.3.4 Motivation & Effort 
The most salient aspect of the psychologists’ description of resilient clients was 
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the level of motivation and effort they brought to therapy. Resilient clients were 
described as working hard, taking responsibility, and willing to expend effort.  
 
She engaged, she worked hard with it you know, at the therapy. She kept 
going until she found something that worked for her. (Psychologist 4) 
 
Psychologist 9 described a resilient client she was exposed to during her time in a 
forensic setting.  
 
He worked…just…so…hard. Anything we talked about he would go and 
read. He had access to the prison library and the Internet there and he 
would research different things that would come up. In the end we just 
explored all these different concepts, things that I wouldn’t tend to explore 
with clients whose resilience is low because their defences would be too 
high. (Psychologist 9) 
 
Resilient clients expel effort and tend not to avoid, something that differentiates 
them from clients deemed to have low Resilience. 
 
I think they [low resilient clients] avoid generally but I feel it’s most 
obvious from an emotions standpoint. I think the resilient client doesn’t 
avoid, particularly their emotions. (Psychologist 7) 
 
Psychologists see Resilience as something that aids survival and functioning. How 
a client displays Resilience is predominantly understood in the context of skills. 
Resilient clients are seen has having more skills, motivation, and supports prior to 
entering therapy. No one skill appears to be vital. What is important is the fact that 
resilient clients come to therapy with something already in place; they’re not a 
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blank slate.  
 
4.3.5 Requiring Resilience 
This theme refers to the idea that therapy is difficult. Therapy can be hard and 
requires clients to look at subject matters they would rather circumvent.  
 
By the very nature of the work they [the clients] are looking at stuff that 
otherwise they would rather not. There’s something unwanted but wanted 
or needed about the process. (Psychologist 10) 
 
Therapy is seen by psychologists as paradoxical. By making clients look at topics 
they would rather avoid, the psychologist increases the distress of the client, which 
it is hoped will result in a positive outcome for the client. Psychologist 2 likens the 
experience to the relationship between bad weather and foliage.  
 
It’s like, yesterday it lashed rain, and this morning my garden looks lovely. 
Now they are both related but it’s hard to find the lovely in the rain and the 
rain in the lovely. (Psychologist 2) 
 
The difficult nature of therapy is something that a client needs to be able to cope 
with. 
 
They [resilient clients] can take the demand that therapy can place on them 
and they can manage it. Therapy can be hard work at times and to get 
something out of it can mean doing things you don’t want to.  
(Psychologist 7) 
 
The difficult and paradoxical nature of therapy means that clients need to have the 
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ability to manage the demands of therapy. Resilient clients are seen as having that 
ability.  
 
4.3.6 Needing Resilience 
Needing resilience is synonymous with requiring resilience. Both themes refer to 
the difficult nature of therapy and how its demands need to be managed, but differ 
in terms of subject. Requiring resilience refers to the client’s need for Resilience 
while needing resilience refers to the psychologist’s need for Resilience.  
 
Psychologists are vicariously exposed to the difficulties of another. 
 
The stories people tell can be harrowing, and if you don’t have a degree of 
resilience, a degree of being able to separate yourself out from 
that…like…some of the conversations I end up having can be fucking 
nuts! Like what that hell did I just hear today? [laughter] (Psychologist 9) 
 
Psychologists may also have to deal with the difficult interaction styles of clients.  
 
We need to be able to doggedly hang in and not quit. If the therapist quits, 
it could easily replay an old dynamic. In some way it might be the client 
testing the psychologist’s resilience. Pushing not to get the person away 
but to see if they will stay. (Psychologist 2) 
 
Psychologists may also have to provoke suffering in clients to try and alleviate 
said suffering. Psychologist 6 talks about her experience of making others suffer. 
 
Like there are times when I’m working with complicated grief, we use a 
particular model when for about 3 sessions you are basically flooding the 
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person again with the experience of the death. (Psychologist 6) 
 
Putting clients through difficult interventions, such as the one mentioned above, 
requires strength on behalf of the psychologist. Psychologist 6 continues: 
 
So we make people suffer sometimes and we have to be able to manage 
that role and I think that’s where our resilience can come in. We can’t 
expect clients to always like the work and we have to be able to cope with 
that. (Psychologist 6) 
 
Having Resilience was not seen as just necessary for specific interventions but for 
the work generally. 
 
You can’t work within our job, in this kind of organisation and not be 
resilient because if you’re not you’re gone. It gets you. (Psychologist 2) 
 
Clients expose psychologists to harrowing stories. Some clients push and test the 
psychologists’ resolve. Also there are times when the psychologist must induce 
suffering during the therapeutic process. Such experiences can be difficult for the 
psychologist and having Resilience can help them stay the course with clients.  
 
4.3.7 Building Resilience 
Building Resilience refers to what it is like to work with clients with low 
Resilience. They are described in terms of absent or underdeveloped skills. They 
are not seen as having the same resource base as resilient clients at the 
commencement of therapy.  
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I would see Resilience more as a skill set that some people are lucky 
enough to learn as they grow up, and others aren’t so lucky because maybe 
they haven’t been supported. (Psychologist 4) 
 
In the absence of a good resource base, the client may not be ready for the demands of 
therapy. 
 
I suppose it can be hard if someone’s level of Resilience is low. In those 
types of cases the person often needs more from us I think.  
(Psychologist 8) 
 
Low resilient clients may require pre-therapy to develop skills to manage the 
demands of therapy. Psychologist 7 talks about his experience working with 
victims of trauma:  
 
Somebody can come in here who is very unresilient and you could end up 
trying to build up their Resilience. You’d actually have to build up what 
some others naturally have. (Psychologist 7) 
 
Clients with low Resilience are seen as needing more from the psychologist. This 
can be a taxing experience for the psychologist. 
 
I end up giving more to clients who are less resilient. At an emotional level 
it’s much more draining. I find they are the ones that I would end up 
bringing to supervision because they are more draining and I’m more 
worried about them. (Psychologist 12) 
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I worry more for those people. The conversations can be darker and riskier 
because they don’t have that track record of adapting and coping to things 
that happen. (Psychologist 11) 
 
Working with clients with low Resilience appears to be draining and worrisome. 
Low resilient clients lack the resource base that resilient clients have. It is deemed 
important to build resilience in such clients through skills training to help their 
management of the demands of therapy.  
 
4.3.8 Working Together  
This theme refers to what it is like to work with a resilient client. It appears that a 
client’s Resilience impacts how the psychologist feels about the work. Work with 
resilient clients is described as less taxing.  
 
Just to cut to the chase, it’s less overwhelming. So if I have a client who 
has Resilience then they have a set of skills already and they are probably, 
despite their distress, functioning. (Psychologist 10) 
 
You see the openness and the curiosity, that eagerness is obvious. It feels 
less dark when you have a client like that because it feels more like you’re 
on the right path. You worry less. (Psychologist 9) 
 
The influence of a client’s Resilience stretches past how the psychologist feels 
about the work to the work itself. Work with resilient clients is talked about in 
tangible terms.  
 
It’s like there are strands there that you can connect with, there’s 
something there you can work with. (Psychologist 13) 
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Resilient clients are seen as “having something” and “being able” which 
influences how the psychologists work. 
 
I think the depth you can go with resilient people too or the feeling that 
they’ve got what you’ve said or that feeling of [clicks fingers] it clicks, 
they get it. Those eureka moments can be more frequent. (Psychologist 9) 
 
 We might hit the ground running, as it were, in therapy. You don’t have to 
build up that reserve they might need later on. (Psychologist 10) 
 
The biggest impact a client’s Resilience has on the work is how collaborative it 
feels. Psychologists recognise that they are limited in what they can achieve for 
clients.  
 
I can’t do it for them, I can’t make them change. I can create the conditions 
in here to support them to make the changes out there but I can’t do it for 
them. (Psychologist 5) 
 
The psychologist can only help clients to help themselves. This requires a level of 
cooperation within therapy, which is more salient with resilient clients.  
 
They don’t avoid therapy so they are there with you, willing to do what’s 
necessary. They’ll work with you towards that positive outcome. 
(Psychologist 7) 
 
There’s less of a feeling that I’m pushing against their resistance. They are 
here and they want to do the stuff that’s involved in changing. 
(Psychologist 9) 
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Psychologists frequently referred back to a client’s Resilience as the reason for 
their high level of cooperation.  
 
I’ve found that if someone comes to therapy and they’re resilient it’s likely 
they’ve had a supportive other. I think they can come with a different 
expectation. Often clients come here and they haven’t had that and it’s 
more ‘you’re going to hurt me, abuse me, abandon me’ but when you’ve 
had the opposite…it’s like ‘yeah, you’re alright, you can help, probably’ 
[laughter]. That’s going to impact engagement. (Psychologist 10) 
 
Resilient clients come to therapy with a foundation that both the psychologist and 
client can tap into. This foundation appears to make the task of therapy less 
challenging and more collaborative. 	  
 
MEMO BOX 2: PSYCHOLOGISTS LOVE CONTEXT! 
I found interviews tricky initially as they felt unwieldy. I would ask questions like “what 
is it like to work with resilient clients?” and participants would answer it, but in a very 
roundabout way. Participants would tell me what resilient clients were like, but only after 
several diversions to other topics and points such as difficult clients and their own ability 
to manage difficult situations in work. Participants would go off on tangents that I felt 
were not pertinent.  
During the actual interviews, that extra information felt like “white noise” to me, as I was 
interested in the question I has asked rather than what they were saying. It wasn’t until I 
began to transcribe and analyse the data that the “white noise” started to have more 
relevance for me. The psychologists were answering my question, but they were placing it 
within a larger context. It felt like they wanted me to understand not only the question at 
hand but the questions I was not asking, which were around the issue of context.  
 
4.3.9 Psychologists’ Resilience 
Psychologists’ Resilience refers to the idea that the psychologist has and needs a 
level of Resilience to engage with their profession. Psychologists’ Resilience 
emerged from three subordinate themes: (1) Resilience Training, (2) Professional 
Support, and (3) Controlled Avoidance.  
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4.3.9.1 Resilience Training 
Resilience training refers to the experience of training as a clinical psychologist. 
Training provides psychologists with knowledge and skills regarding human 
behaviour and suffering which they can use for their benefit. 
 
 A big contributor to my Resilience has been training and the normalisation of 
 emotions and difficulties. I’ve learned about how to adapt and adapt well from 
 just learning about psychology and from the clinical training. (Psychologist 9) 
 
We learn a lot of skills in training that would help us through hard times. 
You know, like mindfulness or challenging your thoughts. Stuff like that. 
(Psychologist 5) 
 
It is not just what is learned during clinical training that contributes to 
psychologists’ Resilience, it is also the ability to get through this difficult time. 
 
You get through it [clinical training] then and it’s like ‘you can get through 
it, through stressful periods’ and your sense of efficacy is supported 
almost. (Psychologist 7) 
 
Training as a clinical psychologist is a difficult but educational experience. By 
getting through training, psychologists’ skills and self-efficacy improve which 
contributes to their Resilience.  
 
4.3.9.2 Professional support 
Professional support refers to the social, emotional, and psychological support 
that psychologists gain from experiences like supervision and personal therapy. 
Caring for another can be a difficult and draining experience for the psychologist. 
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Having someone else to care for them can help manage such experiences. 
 
I think supervision contributes…it’s the reversal of roles. You get to be 
held and listened to and validated. They do to you what you do to clients. 
Someone is our holder, our parental figure in the session. I think I leave 
some of my angst in the room with the supervisor which frees me up to go 
back to work and be more present. (Psychologist 11) 
 
Being supported extends beyond being listened to and validated, to getting a 
deeper understanding of the self.  
 
When I think of my own Resilience and how I adapt I think it has come 
from my own personal therapy. Getting to look at myself, my responses 
and learning from that interaction with the therapist. Getting better coping 
mechanisms. (Psychologist 9) 
 
Good process-orientated supervision. I don’t think it’s useful to 
micromanage therapists at this level, because there is no right or wrong 
way with the work. (Psychologist 12) 
 
Professional support in the form of supervision and personal therapy provides the 
psychologist with a space to learn, be validated, held, and relieve worry. 
 
4.3.9.3 Controlled Avoidance  
Controlled avoidance refers to the idea that psychologists’ resilience can be 
maintained by managing their demanding cases. Avoiding demanding cases is a 
conscious decision by the psychologist. 
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If I’ve 20 clients and they all have low Resilience, that’s going to be 
emotionally taxing, but that’s up to me to manage. I think you’d need to 
reduce the number of those cases you have. Like having twenty or twenty-
five cases of people with low Resilience would be so demanding 
emotionally. (Psychologist 9) 
 
Avoidance can come in many forms as Psychologists 12 and 13 discuss below: 
 
I saw a psychologist earlier and they were looking to do some training in 
positive parenting. I was like ‘Yeah! Get out, do it!’ Anything I think that 
will help people. Some line managers mightn’t look at it that way and 
maybe see training as a day off. But like, even if it is just a day off I think 
that’s fine. If you need a day off away from here, that’s fine. It’s helpful to 
do other things within work that isn’t just therapy. (Psychologist 12) 
 
People think because of the job we are oozing kindness and all-embracing 
of their difficulties. I think if we were like that all the time I don’t think we 
could do the job. We need it to do the job well but there needs to be a level 
of healthy detachment but no so much that you can’t emotionally engage 
with them. It’s like a fine balance if you get me. (Psychologist 13) 
 
 
A caseload cannot exclusively contain resilient clients. There will be demanding 
clients; clients with low levels of Resilience. Balancing how much engagement 
there is with such clients may offset any negative consequences. Consciously 
limiting or avoiding engagement with such clients achieves balance, and may help 
maintain a psychologist’s Resilience.  
 
4.3.10 Phase 2 Summary 
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During Phase 2, the discussion of resilient clients took a wider scope and began to 
look at the importance of Resilience in clinical work. Therapy is a difficult 
endeavour. For the client it means confronting distressing material in order to feel 
better. For the psychologist it means listening to harrowing stories and inducing 
distress in the name of mental wellbeing. This can be difficult for both parties but 
both can manage if Resilience is present. The presence of Resilience is seen as 
indicating a level of skills, supports, and motivation that are necessary in 
coxswaining the difficult terrain of therapy. When a client presents with 
Resilience, it changes the normal therapeutic engagement for the psychologist in a 
positive way.  
 
4.4 Phase 3 
 
4.4.1 Towards Progress 
Towards Progress refers to the idea that the purpose of psychological intervention 
is to bring about progress for the client. The goal of therapy, according to the 
psychologist, is to help a client change.  
 
I’d say positive outcomes is at that mid-point between important to maybe 
really important. In real terms I suppose it’s kinda the whole rationale of 
what I’m doing in the first place. (Psychologist 7) 
 
Psychologists want to be able to help clients to improve. 
 
You do, or at least I do, want to walk beside them. I suppose to be that 
catalyst or a part of a change, or that someone might start to feel a bit of 
the light or the love or the vitality of life is what brought me into the job. 
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(Psychologist 11) 
 
Without progress, psychologists wonder what the point of their work is. 
 
If it wasn’t possible I think I would just leave the job. You’d become 
depressed! I would just become totally depressed. Why would I want to go 
back in there if nobody is moving on or showing any signs of being OK? 
(Psychologist 12). 
 
Progress is what the psychologist hopes to achieve with clients regardless of their 
level of Resilience. The psychologist hopes they can contribute to the progress a 
client will make. Without progress the psychologist’s job seems untenable.  
 
4.4.2 Progression 
Progression refers to the idea that resilient clients are more likely to improve in 
therapy. It is the emergent product of two subordinate themes: (1) Feedback, and 
(2) Balancing Credit.  
	  
4.4.2.1 Feedback 
Resilient clients are seen by psychologists as being more likely to improve.  
 
I suppose it’s a feeling I have that the work with resilient clients, or the 
therapeutic process, is somehow bringing about positive change for the 
person instead of that feeling you can sometimes get that people are just 
treading water or oscillating between crises. (Psychologist 13) 
 
Feedback refers to the idea that resilient clients provide information back to the 
psychologist that they are progressing. In some instances this feedback is visible. 
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I suppose when you do have somebody who is using more of their innate 
ability to adapt, that Resilience maybe, it’s more obvious that there is 
improvement. You can see the feedback almost. (Psychologist 9) 
 
In other cases, the client has the ability to communicate that change is taking place 
and why. 
 
There is some notion with those clients [resilient clients] that they are 
progressing, and that there is a certain degree of clarity that the process of 
therapy is the agent of change in that. So the person is getting better, but 
they are able to articulate how that’s happening and what in therapy is 
working. (Psychologist 4) 
 
Resilient clients are seen as more likely to improve. This appears to be influenced 
by the resources a resilient client has prior to therapeutic engagement. These 
resources help the client progress, and allow feedback to the psychologist that 
progression is taking place and that therapy is a contributing factor.   
 
4.4.2.2 Balancing Credit 
Balancing Credit refers to how the psychologist understands the reason for a 
resilient client’s progress. Psychologists recognise that the client is responsible for 
their own success, but that they too have a role. Recognising their positive impact 
on a client’s progression is not something that comes easy to psychologists.  
 
I don’t think we like to take credit. We hate that vanity trap of we are 
‘curing’ people. (Psychologist 4) 
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I suppose we have to acknowledge that ‘look, this is what I bring to the 
table but I bring it to everyone that I see’. People with Resilience come 
into that space then, and because they have that capacity, they can run with 
it. (Psychologist 7) 
 
Taking too much credit for clients’ success is something that is construed as 
potentially dangerous.  
 
Like you don’t want to get caught up in taking too much ownership for 
clients’ success. I think that could lead to an omnipotent attitude on our 
behalf. (Psychologist 7) 
 
The psychologist believes that the reason a resilient client progresses is because of 
how the resilient client engages with therapy. They are seen as the ones that 
primarily do the work but the psychologists also recognise that they too have an 
impact.  
 
I think while we all try to not take too much credit and rightly give it to the 
client, they do the work. But we are only human after all, and I feel it 
would be a lie to suggest that it’s not gratifying when clients do well. 
(Psychologist 6) 
 
So I strive to say that success is the client’s hard work or failure is due to 
their lack of work. I see it as not having too much to do with me. That 
being said, I fail on that. Like there are times when someone is doing well 
and working hard and you’re like ‘yes. I’m doing something right! ’ 
[laughter]. (Psychologist 7)  
 
Resilient clients are more likely to progress and feedback such progression to the 
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psychologist because of the resources they possess. While the resilient client 
deserves most of the credit for progression the psychologist modestly recognises 
his or her own contribution.  
 
MEMO BOX 3: HOW AND WHY? 
There came a stage in data collection and analysis where I had an understanding of what 
the impact of resilient clients was like (i.e. Phase 1), and the wider context it occurred in 
(i.e. Phase 2). But something was missing. Why or how should working a resilient client 
result in the outcomes found in Phase 1? Why do the themes from Phase 2 matter?  
I began to question the themes from Phases 1 and 2 in greater depth. By thinking about 
and exploring the themes from Phase 1, the themes from Phase 3 began to emerge. By 
thinking about and exploring the themes from Phase 2, I began to develop an appreciation 




Sameness refers to a psychologist’s recognition that there is a commonality to 
human experience, and that they, the psychologist, are not substantially different 
from their client. Sameness emerged from two subordinate themes: (1) Comparing 
and (2) Connecting.  
 
4.4.3.1 Comparing 
Comparing refers to the psychologists’ acknowledgement that they compare 
themselves to resilient clients and wonder “what if?” and “could I?”  
 
I suppose at times she went further than I thought I might be able to do if I 
was her. I think that is what is really inspiring, like ‘would I be able to do 
that?’ But I don’t know because I’ve never been in that type of situation, 
but at the same time that’s very humbling as a clinician. (Psychologist 4) 
 
I suppose I look at her life and I hear the things she tells me about it and I 
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wonder how I would cope with that when I’m reflecting, and maybe what 
would have happened to me if I had experienced the same things as she 
did. I wonder if my Resilience would have been up to coping with it in the 
same way. (Psychologist 7) 
 
The psychologists compare themselves to the resilient client and wonder if they 
could display the same level of resilience as their client. However, because they 
haven’t shared the same experiences the psychologist is left wondering about their 
own resilience. Unlike the resilient client they have not had the resolve of their 
own resilience tested.  
 
I think by comparing yourself to them and seeing their difficulties and their 
ability and looking at yours, it helps the therapeutic space because they’ve 
done it. You’re two equals then. You have someone who is an expert on 
living their life and then us, who maybe have a bit of info or that. 
(Psychologist 11) 
 
By comparing their Resilience with that of the client the psychologists realise that 
they lack the same experiences that act as the litmus test of Resilience. This has a 
humbling effect, which equalises the dynamic within the therapeutic relationship.  
 
4.4.3.2 Connecting 
Connecting refers to the idea that the psychologists find common ground with 
clients. They may not have had the same experiences as their clients, but they can 
connect with them across common ground.  
 
There is a connection that comes from sharing our limitations or 
weaknesses as a person with another. I think the same is true for adversity 
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and hardships. It’s hard to be impacted by a person if there’s no 
connection, no understanding that we’re the same at some level. 
(Psychologist 7) 
 
‘There but for the grace of god’ you know! This person is sitting in front of 
me today, but I could be sitting in front of someone tomorrow. I also think 
that most people don’t end up working in psychology because they have 
absolutely no experience of mental health issues [laughter]. (Psychologist 
12) 
 
The psychologist is able to connect with clients on the basis of a shared humanity, 
recognition of personal imperfections, and an acknowledgement that they too are 
susceptible to mental health difficulties. The psychologist may not have had the 
same experiences as the client but they are able to connect over a broader 
understanding of human suffering.  
 
The feeling of sameness that comes from comparing and connecting with clients 
appears to result in a transferability of the experience with resilient clients to all 
clients.  
 
 I admire them [resilient clients] and by that I admire humanity.  
 (Psychologist 7) 
 
Like clients are kinda just an extension of ourselves really. If there’s hope 
for them [resilient clients] and they can make it, then why can’t we? Why 
can’t all clients, you know? (Psychologist 12) 
 
By seeing a level of sameness between themselves and all clients, the psychologist 
believes that what is true for resilient clients can be true for everyone.   
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4.4.4 Reward 
Reward refers to the idea that a psychologist’s experience with resilient clients 
results in personal gains. It emerged from two subordinate themes: (1) Feeling 
effective, and (2) Recharging experiences. 
 
4.4.4.1 Feeling Effective 
Feeling effective refers to the psychologists’ feelings of competence as a clinician. 
Resilient clients are deemed more likely to achieve progress, resulting in the 
psychologists feeling rewarded for their contribution to the progress. They feel 
validated by such experiences.  
 
To see a piece of work that I had done with him result in something good 
was… obviously he had done most of the work…but for me walking away 
from that experience did enhance my feelings of being good at what I do, 
being a ‘good-enough’ psychologist. (Psychologist 9) 
 
Psychologist 10 discusses the absence of powerlessness that accompanies work 
with resilient clients.  
 
You feel like you’re making progress and of course it cheers you up as a 
clinician. You don’t feel like your work is in vain. You don’t feel helpless 
or that kind of…impotency that can often be induced when someone isn’t 
working or they’re stuck. (Psychologist 10) 
 
Working with resilient clients is a rewarding experience, because they are more 
likely to progress, resulting in feelings of effectiveness and competence on the 
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psychologists’ behalf due to their contribution to the resilient clients’ progression. 
 
4.4.4.2 Recharging Experience 
Recharging experience refers to the impact that working with resilient clients has 
on a psychologist’s ability to continue with clinical work, particularly the difficult 
aspects.  
 
Psychologist 6 talked about what it was like to remember her work with resilient 
clients: 
 
You do need it in this work, it helps sustain you. You can go back to those 
stores and use it when things aren’t going well and someone isn’t doing 
well and it reminds you that, ‘yeah things can change and I can help this 
person.’ (Psychologist 6) 
 
Remembering the time spent working with resilient clients can help sustain the 
psychologists by reminding them that change can and does happen for clients.  
 
The experience of resilient clients is one that can act as a buffer against the 
difficult aspects of the job.   
 
It helps you to draw a bit of inspiration from the work, or even pleasure. I 
think that then will sustain you through the rest of your day when you start 
bumping into the other difficult clients on your caseload. It’s a nice 
balance to have. (Psychologist 7) 
 
Some psychologists reported the experience as a rejuvenating one. 
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Are we using them to recharge our batteries to then go and give a piece of 
ourselves to the people who suck the energy out of you? [Laughter]. I think 
so. Maybe that’s alright. If the people who are recharging us are getting 
recharged in the process and it’s helping others, maybe it’s not such a bad 
thing. (Psychologist 13) 
 
Working with resilient clients results in the psychologists feeling effective which 
has a recharging effect on the psychologists. They feel good, not only about what 
they do, but also about themselves as instruments of their trade. They are able to 
come back to such feelings during times of difficulty within the work. By tapping 
into those stores they feel recharged and able to tackle all aspects of the work. 
 
MEMO BOX 4: THE MORAL NARRATIVE  
By the end of Phase 3 I began to understand more about why the psychologists do their 
work, and it began to shed light on why resilient clients are important/useful. 
Psychologists talked about wanting to help and make a change. Their intentions are 
honourable, and they know it. They know what they are doing is ‘good’ and contributes to 
the betterment of individuals and society. This often raised its head when they would talk 
about other professions. They were always respectful of other professions but they talked 
about theirs as having a higher sense of purpose or worth. With this new knowledge at 




4.4.5 Phase 3 Summary 
During Phases 1 and 2, the author began to understand the effect of resilient 
clients on psychologists was experienced at a deep level as positive. Resilient 
clients provided psychologists with a different type of therapeutic experience. This 
positive experience is partly explained by what it means to be resilient. Being 
resilient means having skills, supports, and motivation that positively impact how 
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clients interact with therapy. During Phase 3, the author began to explore more 
about how and why the experience of resilient clients is experienced as positive. 
 
A significant motivator for psychologists is to help bring about positive change for 
clients. It was seen as the rationale for the work. The nature of Resilience, as 
psychologists see it, means that resilient clients are more likely to engage with 
therapy, and progress, thus achieving the psychologist’s primary motivation. This 
is rewarding for the psychologists, who feel like they have achieved their goal and 
the goal of their profession. Through this, the psychologists feel effective and 
useful as a tool of their trade. They believe they can make a difference and this 
helps to nourish their motivation.  
 
4.5. Phase 4 
A narrative emerged during Phase 3. This narrative was dubbed “the moral 
narrative” (see Memo Box 4). The author began to re-examine the data from the 
previous Phases with this narrative in mind, resulting in the development of new 
theoretical themes.  
 
4.5.1 Virtuous Action  
Virtuous Action was constructed by combing the themes adversity, requiring 
resilience, needing resilience, towards progress and building resilience (see 
Appendix Q). 
 
Psychologists want to help people; it is the reason why they do their job. 
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I suppose it’s kinda the whole rationale of what I’m doing.  
(Psychologist 7) 
 
You don’t own someone’s difficulties but you do, or at least I do, want to 
walk beside them. (Psychologist 11) 
 
What psychologists do is seen as more than just a “job”. An occupational 
hierarchy exists, and psychologists see themselves at a high level.  
 
Well it’s not like we are selling used cars or anything. (Psychologist 4) 
 
I think for some of them [friends], their job can feel less rewarding or 
maybe not as useful in a larger way. (Psychologist 9) 
 
Helping others is seen as a worthwhile occupation.  
 
There is something more meaningful, I think, about a job where the work 
is helping people. (Psychologist 9) 
 
The clients whom the psychologists help are those who have experienced 
hardships and difficulties. The clients who come to therapy are seeking support 
from the psychologist to help them through their adversity. The psychologist is 
happy to assist the clients, as helping people to manage and progress is seen a 
worthy endeavour, and one that the psychologist wants to be a part of.    
 
What exactly is required of the psychologist will depend on what the client brings 
to therapy in terms of skill level. Therapy is not an easy enterprise for the client. 
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Clients often wish to avoid the difficult aspects of therapy as it can increase 
distress. In some situations, clients lack the ability to manage the difficult aspects 
of therapy and require extra input. 
 
Therapy is also difficult for the psychologists. They are exposed to traumatic 
material and challenging interpersonal dynamics. They must induce distress in 
clients to help their long-term progression. Therapy is not an easy purist for 
everyone involved, but the psychologists believe in the morality of what they are 
doing. 
 
It’s not enough to know that you are doing the right thing intellectually, 
you have to believe that you are doing the right thing emotionally, and I 
believe it is [right]. (Psychologist 6) 
 
Despite the difficult nature of their profession the psychologists feel that what they 
do is right and of benefit. This belief in their profession’s virtue helps the 
psychologists manage the difficulty that such an endeavour entails.  
 
4.5.2 Collaborative Crusade 
Collaborative Crusade was constructed by combing the themes Defining 
Resilience, Resource Base, and Motivation and Effort (see Appendix R). 
 
Many aspects of clinical work are difficult. One such aspect can be working with 
clients that have low Resilience. Such clients require more intensive input from 
psychologists because they lack the skills and resources necessary to engage 
productively with therapy.  
	   106	  
 
However, there are clients that the psychologist feels are more conducive to the 
therapeutic process. Resilient clients are seen as willing and able recipients of the 
psychologists’ virtuous actions to alleviate distress. Resilient clients are seen as 
having what it takes to manage the psychologists’ attempts at alleviating their 
distress. Psychologist 7 likens resilient clients to fit athletes.  
 
It’s like getting a fit athlete that you can just throw out onto the pitch and 
they can run around and you know they can take it; versus someone who’s 
maybe not as fit, who wouldn’t be able for that type of demand. 
(Psychologist 7) 
 
Resilient clients come to therapy with something already in place that both the 
psychologist and client can tap into during the therapeutic process. What the 
resilient client brings to the therapeutic engagement is exactly what the 
psychologist hopes for. Psychologists do the job because they want to help. 
However, it can be difficult to help individuals who are not willing to work with 
the psychologist. This is not an issue for resilient clients as they are willing to 
share the work with the psychologist.  
 
At the end of the session this lady came up to me and said ‘now so, that’s 
been really helpful and I’ll go and do some of what we talked about.’ 
(Psychologist 6) 
 
This attitude towards therapy cultivates a collaborative therapeutic relationship. 
The psychologist feels that the client and they are on the path towards the same 
goal.  
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They’ll work with you towards that positive outcome. (Psychologist 7) 
 
The psychologists believe that their profession and their individual actions are 
moral. They are helping others even if their actions cause pain and suffering. 
However, clients can hamper the process of trying to achieve the psychologists’ 
virtuous intentions through their limited ability or willingness to engage. This is 
not an issue with resilient clients. They work with the psychologist and together 
they can achieve what the psychologist wants, and feels the client needs i.e. 
progress.  
 
4.5.3 Phase 4 Summary 
Phase 4 involved looking at the data from a moral perspective. The moral 
narrative emerged when examining how and why resilient clients were 
experienced as positive.  
 
Psychologists do what they do because they believe in the rightness of their 
profession. This belief is required because, without it, it would be challenging to 
endure the difficult aspects of therapy. Because of the nature of Resilience, and 
how it manifests itself in the therapeutic engagement, the psychologist and the 
client work together towards achieving the perceived moral goal of the 
psychologist’s profession.  
 
 
4.6 Model  
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Thirteen participants partook in the current study sharing their experiences of 
working with resilient clients. Stemming from these accounts, a tentative model of 
the participants’ experiences has been developed. 
 
As Figure 1 (see below) outlines, the impact of working with resilient clients 
results in diverse but related outcomes. Working with resilient clients results in 
outcomes that, at their heart, are positive. Psychologists learn about Resilience 
from resilient clients and get to see how they adapt. This furthers the 
psychologists’ understanding of Resilience. The psychologists’ beliefs regarding 
the effectiveness of therapy and their hope that people can change are confirmed 
through interacting with resilient clients. The interaction with resilient clients feels 
distinctively different from interaction with other clients. It is a positive 
experience, and one from which they derive meaning. Working with resilient 
clients is deemed a positive, meaningful, informative, hopeful, and belief-
confirming experience. 
 
The outcomes that result from exposure to resilient clients nourish the 
psychologists’ moral intentions. Psychologists’ believe that what they are doing is 
right and helpful. Resilient clients confirm that belief by interacting with the 
psychologists towards their desired goal, progress. Progression is easier for 
resilient clients because they are more adept at the beginning of therapy. They 
have good resources and supports, while also having a willingness to work with 
the psychologists and take on board the psychologists’ help. The resilient clients, 
because of what they bring, help to cultivate an environment that is conducive to 
the psychologists’ intentions and goals.  
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Because of how resilient clients interact with the therapeutic process, they help to 
induce a cluster of outcomes that help to maintain the psychologists’ virtuous 
actions. Psychological work is not easy, and it can be a draining and worrisome 
experience. This can result in psychologists wondering about their ability to help 
make a difference for clients. But by having clients that progress, the 
psychologists are provided with experiential evidence that what they’re doing is 
effective.  
 
This experience creates a spiral of fortitude for the psychologists. At its heart the 
spiral is positive. This positive experience owes a considerable amount to the 
confirmation of the psychologists’ moral or virtuous view of their profession and 
actions. Resilient clients help to demonstrate that psychologists’ beliefs and 
intentions are well-founded. This results in the psychologists feeling hopeful that 
people can change, and they can aid that change; they believe that their profession, 
and by extension they themselves, can bring about positive change for clients.  
 
The experience of resilient clients is thus a rewarding one for psychologists. They 
get to feel more secure about what it is they have dedicated their professional life 
to. The resilient clients give the psychologists the fortitude to continue with their 
virtuous pursuit, because not every case will conform to the psychologists’ goals 
and intentions.  
 
The experience of resilient clients is not confined to a specific time, place, or 
person. The impact that resilient clients have on psychologists is something that 
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permeates deep into the psychologists’ belief system. As such, the psychologists 
take the experience of the resilient client with them to the next client. This is, in 
part, aided by the psychologists’ understanding of a common humanity between 
all individuals. What is true for a resilient client can be true for all clients. The 
generalizability of the experience of resilient clients, aided by the psychologists’ 
belief in a common humanity, impacts the psychologists’ resilience. Resilient 
clients help to provide psychologists with an experience that aids their already 
existing Resilience, which helps them continue with their virtuous endeavour. 
 
4.7 Chapter Conclusion 
This chapter described and discussed the key themes that emerged from data 
collection and analysis. Themes were discussed in the context of the phases in 
which they emerged. The theoretical model based on the findings was also 
discussed.  
 
The following chapter will discuss the findings presented in this chapter. The 
results of the current study will be discussed within the context of research related 
to the topic and findings.  
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5.1 Chapter Introduction 
The aim of this chapter is to discuss the results of the current study. Eight key points 
will be discussed in this chapter that help elaborate on the results outlined in Chapter 
4. The strengths and limitations of the current study will be addressed. Finally, based 
on the findings from the current research, recommendations and areas for future 
research will be highlighted. 
 
5.2 Role of Resilience in Clinical Work 
The current research project was conceived in the shadow of research examining the 
concept of vicarious resilience (VR) (Engstrom et al., 2008; Hernandez et al., 2007; 
Hernandez et al., 2010). The current research question, much like the research on VR, 
posed a question that was unidirectional in nature. The research question explored 
how a clinical psychologist is affected by a client’s Resilience. A question such as this 
frames Resilience as something that the client brings, and may result in an outcome 
for another, in this case the psychologist.  
 
The theoretical model (see Figure 1) devised from the current research follows the 
unidirectional nature of the research question. The model outlines a linear process of 
clients coming to therapy, bringing something (high/low levels of Resilience), 
resulting in various outcomes for clinical work and the psychologist. However, it 
became apparent during data collection and analysis that Resilience was not 
unidirectional. Resilience appeared to play multiple roles in the context of the client-
psychologist relationship. 
 
	   114	  
One such role resilience played was as something that the psychologist brought to the 
relationship. The psychologist, much like the resilient client, does not come to therapy 
as a blank slate. Psychologists were seen as having a level of Resilience which they 
brought to the work. The psychologists use their Resilience to manage the demanding 
aspects of their work, and the clients they deem difficult or draining. The 
psychologists’ Resilience has multiple contributors. Psychologists talk about the 
impact innateness and personal experiences such as training as a psychologist has on 
their Resilience. The psychologists do not discuss resilient clients as an experience 
that is necessary to the formation of their own Resilience. The psychologists’ 
Resilience is not the result of interacting with resilient clients; their Resilience was 
deemed to be in place prior to such interactions.  
 
While a client’s resilience may not be pivotal in the development of a psychologist’s 
Resilience, it is something that may impact its maintenance. Clients, regardless of 
their level of Resilience, can impact the psychologists’ feelings of hope, their beliefs 
regarding the work, their sense of competence as psychologists, and the meaning they 
derive from the work. When a client expresses Resilience it positively impacts the 
hope, beliefs, meaning, and sense of competence the psychologist has. This provides 
the psychologist with the fortitude that is required to keep engaging with the work, 
particularly with challenging cases. The client’s Resilience results in outcomes that 
aid the psychologist’s ability to continue with the work. A client’s Resilience may not 
result in the development of a psychologist’s Resilience, but it appears to result in 
outcomes that prevent a psychologist’s level of Resilience from dropping, thus 
maintaining the Resilience that was already present.   
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Resilience can be something that either the client or the psychologist brings to the 
work, or it can be the work itself. Psychologists defined Resilience in terms of skills 
and attributes; learning was seen as a significant contributor to the development of 
Resilience. In cases where Resilience was low, the psychologist actively worked to 
develop skills deemed necessary to engage with therapy. These skills included 
emotion regulation, cognitive restructuring, problem-solving, self-compassion etc. 
These skills were seen as individual components of Resilience, and useful tools for 
the client to learn in order to engage with therapy. 
 
Resilience is not unidirectional; it appears to have a multidirectional role within 
clinical work. It can be something that a client brings which impacts the 
psychologist’s ability to continue with clinical work. Resilience can also be 
something that the psychologist brings which impacts the work by allowing the 
psychologist manage the demands clients place on them. Finally Resilience can be the 
object of the work. Psychologists may work to foster Resilience in clients who have 
low levels.  
 
5.3 Motivation, Collaboration, & Progression 
The results of the current research outline three interrelated ideas (motivation, 
collaboration, and progression) that warrant discussion to avoid misinterpretation of 
the results.  
 
Resilient clients were deemed to bring with them resources that impacted therapeutic 
engagement. One of these resources was described as a high level of motivation. The 
motivation a resilient client brings appears to impact their engagement with the work 
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resulting in what psychologists described as a feeling of collaboration within the 
work.  
 
The feeling of collaboration the psychologists discuss is unsurprising, given what it is 
known about the impact of motivation in therapeutic settings. Motivation is seen as a 
key indicator of therapeutic engagement and treatment effectiveness (Ryan, Lynch, 
Vansteenkiste, & Deci, 2011). According to the transtheoretical model of change 
(Prochaska, DiClemente & Norcross, 1992) therapeutic engagement and gains are 
made when the individual is sufficiently motivated to engage in the necessary actions 
associated with change (i.e. the action stage of the transtheoretical model of change). 
Also when an individual’s motivation is fostered through therapeutic techniques such 
motivational enhancement therapy (Miller, 1998) they demonstrate increased 
engagement with the therapeutic process (Buckner & Schmidt, 2009; Treasure et al., 
1999). Motivation helps therapeutic engagement, which may lead to therapeutic gains 
(Ryan et al., 2011).  
 
It is tempting to assume that because a resilient client is motivated they will improve, 
or that they are self-sufficient in the management of their difficulties. Neither 
assumption is advisable. Firstly, the results of the study suggest that progression was 
seen as a likely, rather than guaranteed outcome for resilient clients. There were also 
idiosyncratic aspects to what constituted progression. In many cases, progression was 
discussed as comprising positive outcomes or improvement. In other cases, it was 
seen as the development of skills such as being able to say “I don’t feel like talking 
today”. In such cases, a client may have progressed to a place where they could to do 
something they were previously unable to do (i.e. freely state their wants/needs). 
	   117	  
However, the development of this new skill does not mean that all of the client’s 
problems have disappeared. While improvement and positive outcomes comprised a 
significant proportion of what was seen as progression, psychologists did not see it as 
the only way clients progressed.  
 
Secondly, it is tempting for a clinician to assume that, because a resilient client is 
motivated and has good resources, they require limited input or can resolve their 
difficulties independently. Being resilient does not mean that clients are self-sufficient 
or do not feel the negative impact of adverse experiences (Masten & O’Dougherty-
Wright, 2010; Werner, 2005). One way in which resilient people manage the impact 
of adversity is to seek out and use social supports (Bowlby, 1982; Charuvastra & 
Cloitre, 2008; Luthar, 2006). By seeking out psychological input the resilient client is 
seeking out social supports that may not otherwise be available to them. They are 
actively seeking out assistance.  
 
The results of the current study suggest that the presence of Resilience in a client 
appears to translate to collaboration rather than self-sufficiency within the therapeutic 
relationship. The resilient client still requires the psychologist’s effort and input but is 
able to meet the psychologist half way. Motivation represents a significant component 
of what the psychologists see as a client’s Resilience. This motivation helps the 
resilient client engage with the work in a collaborative way. This collaboration 
appears to aid progression within therapy, but what constitutes progression may be 
idiosyncratic.  
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5.4 Learning & the Uniqueness of the Resilient Client Experience 
Learning represents one of the outcomes resulting from interacting with resilient 
clients. Psychologists described learning about the importance and usefulness of 
specific skills or resources such as self-compassion, dwelling less, social supports, 
and cognitive restructuring when facing adversity. These were the types of skills they 
saw resilient clients use to manage their adversity. The biggest learning that 
psychologists took from their encounter with resilient clients was learning about 
Resilience and what it truly takes to adapt to adversity. The theoretical model (see 
Figure 1) posed by the current research places learning as one of six outcomes 
resulting from interacting with resilient clients. It is tempting to assume that these 
outcomes are unique to working with resilient clients. Yet the theme learning 
challenges that assumption.  
 
Psychologists reported learning about Resilience form resilient clients. The natural 
assumption following the previous statement is that psychologists learn about what 
constitutes Resilience from seeing it in their clients.  However, some psychologists 
highlighted that they were able to learn about Resilience and the importance of certain 
skills by witnessing its absence. Working with clients with low levels of Resilience 
appeared to highlight to the psychologist the importance of the presence of Resilience 
and the specific skills that contribute to it. Experiences with clients deemed to have 
low Resilience could also act as a “wake-up call” (Psychologist 7) for psychologists 
to the potential outcomes of certain courses of action. Psychologists appear to be able 
to learn about Resilience by its presence and its absence.  
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The idea that carers, in this case clinical psychologists, could learn from the 
interaction with clients is not surprising, given what we understand of social learning 
(Bandura, 1977). We can learn from others’ experiences and what we see others do. 
Following the logic of social learning theory it is easy to see how one could learn 
about Resilience from seeing it. But how can we learn about Resilience from its 
absence? In the absence of adequate skills or resources, it is likely that the client is in 
a difficult state psychologically and requiring significant input from the psychologist. 
How can one learn something positive from such an experience? 
 
The exact mechanisms by which we take positive lessons from direct or vicarious 
exposure to difficult or adverse experiences is not known, but we do know that it is 
possible (Aldwin et al., 1994; Arnold et al., 2005; Cadell et al., 2003; Heatherton & 
Nichols, 1994; Tedeschi & Calhoun, 2004). It has been suggested that it may occur 
due to individuals’ active engagement with the information been given to them and 
their attempts try to accommodate the difficult information into existing schemas 
(Joseph & Linley, 2005; Splevins et al., 2010). Positive learning can take place from 
difficult experiences if the recipient of the experience actively engages in a meaning-
making process with the information being presented. It possible that a psychologist 
can learn about Resilience from its absence by actively engaging with the information 
being presented by the low resilient client, and trying to understand and accommodate 
it into existing schemas.  
 
The structure of the theoretical model (see Figure 1) could lead to an erroneous 
assumption that the outcomes listed are unique to the experience of being exposed to 
resilient clients. The theme learning is important because it highlights that 
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psychologists can learn about Resilience and adaptation by its presence and absence. 
This casts doubt on the uniqueness of the resilient client experience. If one can learn 
about Resilience from its presence and absence, then is possible that the other 
outcomes could occur in the absence of exposure to resilient clients.  
 
5.5 The Curious Case of Avoidance 
The concept of avoidance is evident, explicitly and implicitly, in the current results 
and theoretical model, thus warranting further discussion. In the context of the current 
results, avoidance can be viewed as: (1) present to varying degrees in a client’s 
presentation to, and interaction with, the psychologist, and (2) something that 
contributes to the psychologist’s Resilience. Both statements will be discussed below. 
 
Firstly, avoidance is present to varying degrees in how a client presents and interacts 
with a psychologist. The degree of avoidance was described as being related to the 
level of Resilience a client displayed. Clients who were deemed resilient were seen as 
less avoidant regarding their own emotions, and more willing to confront the difficult 
aspects of therapy. Clients who were deemed to have low Resilience were seen, at 
least during the early stages of therapy, as more avoidant or “emotionally phobic” 
(Psychologist 7). The level of avoidance a client displays may impact the level of 
collaboration within the work.  
 
Secondly, avoidance was described as something that may contribute to a 
psychologist’s Resilience. The contribution of avoidance to a psychologist’s 
Resilience can be explicitly seen in the subordinate theme of controlled avoidance 
and implicitly within the theme of positive experience.  
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Controlled avoidance refers to the idea that consciously limiting or avoiding 
engagement with low resilient clients achieves a balanced workload and helps 
maintain a psychologist’s Resilience. Clients who have low Resilience are 
experienced as demanding and worrisome, and to see them exclusively might 
negatively impact a psychologist’s Resilience. By managing their caseload or seeking 
time away from therapeutic work, psychologists consciously distances themselves 
from the exposure to low resilient clients.   
 
Avoidance may also be implicitly at play in the theme positive experience. One 
outcome of working with resilient clients is the feeling of positivity and the 
experience of positive emotions. Psychologists described their experience with 
resilient clients as positive and enjoyable, and noted feelings of admiration, 
satisfaction, and joy towards resilient clients. Similar outcomes were described by 
Hernandez and colleagues (Engstrom et al., 2008; Hernandez et al., 2007; Hernandez 
et al., 2010). But how are positive emotions or experiences linked with avoidance? 
 
The answer to the above question lies in examining the function and outcome of 
experiencing positive emotions. The Broaden-and-Build Theory (Fredrickson, 2001) 
sees positive emotions as promoting better cognitive, social, and emotional 
functioning, resulting in the broadening of the mind to new ideas and the building of 
new resources. The Dynamic Model of Affect (DMA) (Zautra et al., 2001) sees 
positive and negative emotions as mutually exclusive, but equally present, during 
times of normality. However, during times of stress the relationship between positive 
and negative emotions becomes inversely related; as negative emotions increase 
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positive emotions decrease. Individuals with high levels of Resilience are able to 
maintain the mutually exclusive relationship between positive and negative affect, 
while individuals with low levels of Resilience experience the inverse relationship 
between positive and negative affect (Ong et al., 2006).  
 
Under the Broaden-and-Build Theory and the DMA, positive emotions can be seen as 
a form of escape from the impact of negative emotions. By continuing to feel positive 
emotions during stressful times, one is able to avoid the stunting impact negative 
emotions can have on one’s cognitive, social, and emotional functioning. In essence, 
the avoidance of negative emotions allows one to maintain functioning and perhaps 
“build”. It is possible that resilient clients provide a similar experience for 
psychologists. By inducing and creating positive emotions and experiences for the 
psychologist the resilient client may represent a form of escape for the psychologist. 
During the period of time with the resilient client, the psychologist may be afforded 
the opportunity of avoiding the more difficult or demanding emotional aspects of the 
work. Resilient clients may also allow for the avoidance of more tangible aspects of 
the work. For example, if we understand a resilient client as one who is motivated and 
collaborative, then the psychologist avoids having to instil motivation and having all 
of the client’s problems “dumped on the psychologist” (Psychologist 10).  
 
Avoidance represents a curious facet of the current theoretical model and of clinical 
work generally. It is helpful and stunting, healing and harming. Nowhere is the 
curious nature of avoidance more evident than the dual-process model of grief 
(Stroebe & Schut, 1999, 2010). Under this model, individuals experiencing grief are 
believed to oscillate between two types of coping: (1) Loss-orientated and (2) 
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Restoration-orientated. During loss-orientation the individual focuses on processing 
the loss of the individual. During restoration-orientation the individual focuses on 
other aspects of the loss such as “mastering the tasks the deceased individual managed 
(e.g. the finances or cooking)” (Stroebe & Schut, 1999, p. 214). Under this model an 
individual does not consistently face the loss directly; oscillation between the coping 
styles allow both confrontation and avoidance of the loss thus aiding the healing 
process without becoming overwhelmed by it. An inability to avoid examining the 
loss would be overwhelming and trap the individual in the early stages of grief. To 
avoid the loss entirely would trap the individual in denial. A certain amount of 
avoidance is necessary. 
 
Within the context of the current research, avoidance represents a curious component. 
A lack of avoidance by the client is deemed a useful contributor to therapeutic 
engagement. However avoidance, either explicitly or implicitly, may positively 
impact the psychologist’s ability to continue with clinical work. Equally, too much 
avoidance, or what could be seen as a lack of empathic engagement, may negatively 
impact a psychologist’s ability to engage therapeutically. It is possible that, much like 
in the dual-process model of grief, the psychologist must oscillate back and forth 
between levels of avoidance in order to effectively engage in clinical work over a 
prolonged period of time. Resilient clients may represent one way in which 
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5.6 Defining Resilience 
How a psychologist defines Resilience may have an impact on the outcomes resulting 
from being exposed to resilient clients.  
 
Psychologists in the current research saw Resilience as a dynamic capacity that aided 
a person’s ability to manage a variety of adverse life experiences. Resilience was seen 
as something that helped individuals survive and manage their difficulties in such a 
way that allowed some maintenance of functioning. How a resilient client was able to 
maintain functioning was described predominantly in the context of adaptive ways of 
coping, such as using social supports or remaining engaged with occupational 
activities.  
 
It is important to note that some psychologists highlighted the usefulness of 
maladaptive forms of coping such as self-harm in helping clients survive their 
adversity. Psychologists highlighted that some clients need to engage in behaviours 
that may be damaging in the long term, but aid survival in the short term (i.e. a wife 
not fighting back against her abusive husband). Such behaviours were seen as aiding 
survival.  
 
Despite making references to such behaviours when discussing survival, little 
reference was made to such behaviours when discussing specific cases of resilient 
clients. Psychologists appeared to make a distinction between surviving adversity, 
which may require both adaptive and maladaptive ways of coping, and adapting to 
adversity, which was predominantly discussed as the use of adaptive coping. Such a 
	   125	  
distinction is not arbitrary, and relates to Resilience research. Resilience is seen as 
positive adaptation to adversity, and is separate from maladaptive forms of adaptation 
that may aid survival; Resilience is not merely the survival of adversity (Reich et al., 
2010).   
 
However, there was one interview where the psychologist’s definition of Resilience 
was quite broad.  
 
I suppose a lot of the people I would see are surviving, so there is a Resilience 
there in that they are surviving and they are going through each day as best 
they can. I think when you really get a picture of the trauma that they have 
been through and that they are even still alive is amazing. There is something 
in that. That’s Resilience too. They have developed defences at a time when 
they had to, and they were useful and helped them to survive. But now as 
adults they cause them a lot of problems within their lives, and they are very 
difficult things to change because there is a lot of fear around changing them, 
because they actually kept them safe either psychologically or physically. 
(Psychologist 5) 
 
I don’t want to wreck your head on the meaning of Resilience but like, if 
somebody comes in here cutting their arms I believe they are showing some 
level of adaptation. There is a Resilience there in that they’re trying to keep 
themselves alive. (Psychologist 5) 
 
The psychologist had an appreciation for the utility of maladaptive coping and saw 
Resilience in it. The psychologist’s definition of Resilience was broad, and included 
maladaptive coping. The psychologist was also the only participant to feel unsure 
regarding what learning could be gained from working with resilient clients or the 
impact such experiences could have on a psychologist’s Resilience.  
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I suppose there would be some similarities between the clients and me and 
maybe in some ways their situations, but has it influenced how I adapt to 
adversity? I don’t know. Am I left with anything about dealing with my 
own adversity from working with resilient clients? Em…like my life? My 
work? I don’t think so. (Psychologist 5) 
 
The psychologist felt that their personal Resilience was influenced more by factors 
outside resilient clients. It is possible that this may be due to how the psychologist 
defined Resilience. If Resilience is seen as constituting behaviours such as self-
harm, then it is understandable why one might not see such experiences as useful 
learning experiences about how to successfully adapt to adversity. How one 
defines Resilience may impact what one takes from such experiences.   
 
5.7 Sameness 
At its heart, sameness is referring to the recognition that there is a commonality to 
human experience, and that psychologists are not substantially different from their 
clients. The role of sameness appears to play two roles within the current model: (1) 
Allowing experiences with resilient clients to be generalised, and (2) Positively 
impacting the therapeutic relationship. Both roles will be discussed below. 
 
Firstly, the predominant role of sameness appears to be the generalizability of 
experiences with resilient clients. By recognising that we are all “cut from the 
same block” (Psychologist 2), the psychologists appears to adopt an attitude of “if 
resilient clients can do it, then so can any client”. This may contribute to why the 
psychologists take learnings from their experiences with resilient clients and apply 
them to other clients. The psychologist also appears to generalise the feeling of 
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hope that comes from working with resilient clients. This too may be due to the 
recognition of sameness between the psychologist and all clients regardless of 
Resilience levels.  
 
Secondly, sameness appears to have a positive impact on the therapeutic 
relationship. This appears to be achieved by both subordinate themes (comparing 
and connecting). Through comparing the psychologist evaluates their own 
resilience against that of the resilient clients. The psychologist wonders about their 
own ability to adapt to adversity and contemplates how they might manage in their 
client’s situation. However, because they haven’t shared the same experiences, the 
psychologist is left wondering about their own resilience. Unlike the resilient 
client they have not had the resolve of their own resilience tested.  
 
Connecting refers to the idea that the psychologists find common ground with 
clients. They may not have had the same experiences as their clients, but the 
psychologists can connect with them across common ground. The psychologists 
recognise that they too are susceptible to human suffering and mental health 
difficulties. They are not substantially different from their clients. There appears 
to be recognition that, regardless of background, status, and experience, we are all 
humans and we know what it means to suffer; we are all susceptible to it because 
we are all human.   
 
Both comparing and connecting appear to have a beneficial impact on the 
therapeutic relationship. Given the psychologists’ education and status it is 
possible that a divide could be created between them and the client, which could 
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negatively impact the relationship. However by comparing themselves to their 
clients, and seeing a commonality to human experience, the psychologists are 
humbled and able to connect with their clients.  
 
The theme sameness, and in particular the subordinate theme connecting, may 
draw comparisons with the construct of empathy. Empathy is seen as the capacity 
to be aware of, understand, and vicariously experience the perspective of another 
human being (Wilson & Thomas, 2004). The theme of sameness should not be 
confused with empathy, as it appears to be more egocentric than empathy. 
Sameness is not concerned with how others feel or one’s attempts to understand 
how others feel. Sameness focuses on the impact that interacting with and 
comparing oneself to others can have on the self. While empathy aids therapeutic 
connection (Wilson & Thomas, 2004), it does so by understanding how others 
feel. Sameness appears to relate to how psychologists feel about themselves in 
relation to others, which may have a positive impact on the therapeutic 
relationship.  
 
5.8 Affirmed Beliefs  
Affirmed beliefs refer to the idea that, by working with resilient clients, 
psychologists’ beliefs regarding therapy are sustained or even confirmed. 
Psychologists hold beliefs regarding the efficacy and morality of their profession. 
When a psychologist works with a motivated, resourceful, and collaborative client 
(i.e. resilient client) it is likely that said client will progress. This results in the 
psychologist having their beliefs regarding their profession confirmed and impacts 
the psychologist’s ability to continue with their work.  
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The positive impact that a resilient client is deemed to have on a psychologist’s belief 
system differs to what we understand from research on the negative impact of caring. 
Research from the negative impact of caring, specifically Vicarious Trauma (VT) 
(McCann & Pearlman, 1990; Pearlman & Saakvitne, 1995), has suggested that a 
carer’s idealism and internal belief systems are eroded from working with victims of 
trauma (Collins & Long, 2003; Maslach, 2001). VT results in fundamental changes to 
the inner world of the carer. It alters carers’ frame of reference, identity, worldview, 
and changes their belief about ideas such as safety, trust, and control (Pearlman & 
Saakvitne, 1995). 
 
Working with victims of trauma can negatively impact carers’ internal belief systems, 
which can result in difficulties such as VT, which impacts a carer’s ability to work. 
The results of the current study suggest that working with resilient clients can confirm 
psychologists’ belief system regarding their work, which may impact their ability to 
continue with their work. It may be possible that experiences that confirm and 
enhance a carer’s belief systems counteract the experiences that erode them.  
 
5.9 Fortitude & the Morality of Psychological Work 
The Fortitude spiral refers to the idea that a psychologist’s ability to continue with 
clinical work, particularly difficult aspects of clinical work, is positively aided by 
exposure to resilient clients. The experience of resilient clients is one that is deemed 
to be positive, meaningful, informative, hopeful, rewarding and belief affirming. The 
psychologist is recharged by such experiences and feels effective as a clinician.  
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The idea that a psychologist could feel effective from exposure to resilient clients is 
interesting, as it stands in contrast to what we understand from research examining the 
negative impact of caring. Constructs such as BO (Collins & Long, 2003; Maslach, 
2001) and CF (Figley, 2002) highlight that working with victims of trauma negatively 
impacts the clinician’s sense of achievement. The assumption behind such findings is 
that failing to feel one has achieved something within the work contributes to BO and 
CF, which impacts clinicians’ ability to continue with their work.  The results of the 
current research suggest that if a client has experienced adversity but displays 
resilience, then the clinician may be able to generate a sense of achievement or 
feelings of effectiveness.  
 
Under the current theoretical model, the feelings of effectiveness and being recharged 
(i.e. reward) that the psychologist experiences are due to the exposure to resilient 
clients. The outcomes are seen as the product of what the resilient client brings (i.e. 
resources, skills, motivation, and collaboration). The outcomes (Learning, Hope, 
Meaning, Affirmed Beliefs, Positive Experience,  and Reward) that result from being 
exposed to resilient clients could be argued as constituting resilient processes. For 
example, the current theoretical model proposes that being exposed to a resilient 
client results in the psychologist experiencing positive emotions, hope, and finding a 
sense of meaning. These three concepts are all considered to contribute to an 
individual’s Resilience (see Table 1). From this perspective, the results from the 
current study are in line with the results from Hernandez and colleagues’ work. 
Working with resilient clients appears to result in processes that are known to 
contribute to an individual’s Resilience. 
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If the results of the current research are in line with previous research on VR, then 
why is the term fortitude used instead of VR? The answer is one of virtue and 
morality. The results of the current research have an implicit narrative of moral or 
virtuous action on behalf of the psychologist. The psychologist wants to help 
individuals and bring about positive change for them; it is seen as “what brought me 
into the job” (Psychologist 11). The psychologists endure difficulty in their pursuit of 
helping of others. They hear “harrowing” stories of human cruelty and suffering 
(Psychologist 9). They “make people suffer sometimes” in the pursuit of good mental 
health (Psychologist 6). The psychologists must also “doggedly hang in and not quit” 
when the client tests their resolve to “meet their unmet needs” (Psychologist 2).  
 
The psychologist’s goal is to help his fellow man, and to achieve this requires a 
steadfastness of conviction in his profession and its methods. The concept of fortitude 
captures this goal in a way that the construct of Resilience does not. Both concepts 
relate to the idea of facing or enduring difficulties but fortitude carries with it an 
assumption regarding the morality or intention of the behaviour (Steadman, 2010). 
When someone displays fortitude that person is enduring difficulties for the sake of a 
“good” cause; fortitude is seen as virtuous action (Titus, 2006). The moral component 
of fortitude is unsurprising, given its origins are in the moral philosophical works of 
Aristotle and Thomas Aquinas. Fortitude, as a cardinal virtue, is seen as consisting of 
magnanimity, munificence, patience, and persistence (Steadman, 2010).  
 
The four components of fortitude can be argued to account for the behaviour of the 
psychologist and the impact of resilient clients. For example, when one acts with 
magnanimity and munificence one is said to be doing something for a noble purpose 
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and one’s intentions are seen as benevolent. This mirrors the psychologists’ belief 
regarding why they do the work. They engage in the work with the intention of 
helping others, and this is seen as justification for enduring and causing suffering. 
They do it because they believe their intentions and actions are moral. The 
psychologists must also display patience and persistence in their work. Some clients 
are demanding and draining, or they lack the necessary skills to engage 
therapeutically. In such cases the psychologist must “hang in” with the client and 
continue engaging and working, even when it becomes difficult.   
 
While fortitude and resilience are undoubtedly synonymous, they differ in terms of 
intention. Resilience and fortitude both relate to behaviour that allows one to 
persevere in the face of difficulty. However, because of its background in moral 
philosophy, fortitude carries with it the assumption that such behaviour is done for a 
moral reason. The psychologists believe what they are doing is moral, and their 
experience with resilient clients strengthens that moral conviction, allowing them to 
continue with their work during difficult times.  
 
5.10 Recommendations and Areas for Future Research 
This section will outline areas for future research and recommendations based on the 
theoretical model developed from the results of the current research. 
 
1. The current research highlights that Resilience plays multiple roles in the 
therapeutic encounter. It is something the client brings which can impact the 
work and the psychologist. The psychologist also brings Resilience to the 
therapeutic encounter that influences the work. Additionally, Resilience can be 
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something that both the client and psychologist work on developing in 
therapy. Resilience appears to play a minimum of three roles in the therapeutic 
relationship. Examining how clinical psychologists are affected by their 
clients’ Resilience merely looks at one third of a bigger question which is: 
“What role does Resilience play in therapeutic work?” Further research is 
required on each of the individual roles that Resilience may play, to further the 
bigger question of the role of Resilience in therapeutic work.  
2. The results of the current research suggest that the outcomes of the current 
study may not be unique to exposure to resilient clients. Psychologists 
reported learning about the importance of Resilience by its presence and its 
absence. More research is required to develop an understanding of the positive 
and negative impact that low resilient clients can have on psychologists. 
Knowing how a psychologist can take positive outcomes from working with 
low resilient clients may open avenues for negating the potentially harmful 
effects of such experiences.  
3. Avoidance represents an interesting component of the current theoretical 
model. It has a paradoxical role in clinical work generally. Understanding the 
positive role of avoidance may help clinicians against the negative impact of 
their work. The current model would suggest that limiting or managing 
exposure to clients deemed low in Resilience would help sustain the efforts of 
clinicians. The idea of purposefully limiting clinical loads through time away 
from work or through more staff may positively impact the longevity and 
enthusiasm of clinicians’ engagement with their work.  
4. Resilience at the best of times is a conceptual Rorschach. The current study 
suggests that how psychologists define Resilience may impact what they take 
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from encounters with resilient clients. How the psychologists in the current 
study defined Resilience was largely in line with current academic definitions. 
However, psychologists had to take considerable time during the interview to 
reflect on what they thought Resilience was, and the idea of being positively 
impacted by their clients. This may speak to a dearth of knowledge regarding 
positive aspects of human functioning. How can the positive aspects of human 
functioning, if one is unclear about what they are, impact one? It is imperative 
that individual psychologists and the organisations that train and employ them 
cultivate an understanding of the positive aspects of human functioning.  
5. Being exposed to resilient clients has a positive impact on the psychologist’s 
beliefs. Clinicians’ beliefs regarding themselves and their work are vital; 
erosion of such beliefs leads to negative outcomes (Collins & Long, 2003; 
Maslach, 2001). It may be useful to understand what clinicians’ beliefs are 
regarding their work, ability, and what they can achieve, and the impact such 
beliefs have on them. From a practical standpoint, it may be beneficial for 
clinicians early in their careers to have experiences that confirm the efficacy 
of their profession. Supervisors and management should take time to select 
cases for young clinicians that foster positive beliefs regarding their efficacy 
as clinicians, their profession as a tool for change, and the ability of 
individuals to change. This may help develop a resilient belief system for 
psychologists to rely on when they invariably confront cases that challenge 
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5.11 Strengths & Limitations 
This section will look to outline the major strengths and limitations of the current 
research project. 
 
Firstly, the strengths: 
 
1. Contribution to Knowledge: Research examining the positive impact of 
caring is sparse. A similar difficulty was found in research examining the 
negative impact of caring. A lack of research led to poorly defined and 
interchangeable constructs that hampered theoretical development. The only 
way to combat this is through continued investigation of the positive impact of 
caring with research projects such as this one. If we are to ensure the construct 
validity of concepts that emerge from examining the positive impact of caring, 
we need to know more about them.  
2. Challenges to Established Research: The current research project challenges 
research that previously claimed to investigate the impact that client 
Resilience has on clinicians. To date, research examining this topic has been 
guided by research that has considerable methodological and theoretical flaws. 
This research, in the author’s opinion, has yet to answer the question of how 
clients’ Resilience impacts clinicians. By learning from the missteps of 
previous research, the author feels that the current research project has taken 
the first steps towards legitimately answering the questions regarding the 
impacting of clients’ Resilience on clinicians.  
3. Fundamentals: The results of the current research project have highlighted 
some fundamental questions that future researchers need to take into 
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consideration when exploring the impact of clients’ Resilience on clinicians 
(see Table 6).  
 
Table 6: Fundamental Questions to Consider when Researching the Impact of Clients’ 
Resilience on Clinicians 
1. Multidirectional Role of Resilience: Resilience plays multiple roles in the 
therapeutic relationship. Researchers should consider which role they are 
investigating, why they investigating it, and the impact that investigating/not 
investigating the other roles will have on their research. 
2. Uniqueness of Resilient Clients: The outcomes that result from exposure to 
resilient clients may not be unique to such clients. It is possible that similar 
outcomes can come from less resilient clients, but through different mechanisms. 
Researchers should not ignore cases of low or absent Resilience as they may also 
provide useful information. High and low Resilience are two sides of the same 
coin. 
3. Definition Matters: Resilience is a mercurial, Rorschachian construct. How 
someone defines Resilience may impact what they see as Resilience in others, 
which may influence the vicarious impact such experiences have on clinicians. 
Always try to understand what Resilience means to the client. Without that 
knowledge, accurately interpreting the impact of such experiences would be 
dubious, at best!  
 
Secondly, the limitations: 
 
1. Broad but not Broad Enough: The current research question was devised to 
be broader than the original question posed by Hernandez and colleagues. By 
asking “how” instead of “what”, the author hoped for a broader approach to 
the topic at hand. Despite representing a broader research question, the current 
research question may not be broad enough. The impact a client’s Resilience 
has on a clinician is one third of a larger question, which the author feels is 
“what role does Resilience play in therapeutic work?” By understanding this 
overarching question, we may be able to shed light on the true impact clients’ 
Resilience has on clinicians.  
2. Lacking Diversity: The current research project set out to examine a 
population of clinical psychologists working with adults. The breadth of the 
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type of work the psychologists in the current study engaged in was narrow. 
Many worked in adult mental health services, with only one participant 
working with adults outside a mental health setting. Future research would 
benefit from a more diverse sample of psychologists working with differing 
adult populations. Also, benefits would be gained from exploring similar 
research questions with child, adolescent, and intellectual disability 
populations.   
3. New Topics of Discussion: The knowledge clinical psychologists had on 
topics such as Resilience and the positive impact of caring was based more on 
personal experience and in-the-moment reflection during the interview. It is 
possible that a more research- or academic-based understanding of these 
topics may have shaped their views of these topics differently, and thus how 
they interpreted such experiences.  
4. Quantitative Leap: Due to the limited knowledge regarding the positive 
impact of caring and constructs such as VR, most research in the area is 
qualitative. There will come a time when the leap to quantitative research will 
need to be made. This is particularly true of research examining VR. 
Resilience is not something that can be confirmed on the basis of subjectivity 
alone. There need to be objective markers suggesting positive adaptation. To 
truly suggest that resilient clients impact the Resilience of clinicians will 
require the use of objective measures and quantitative methodologies.  
 
5.12 Theoretical Implications 
The major theoretical implication of the current research relates to the delineation of 
the phenomena at hand i.e. the impact of clients’ resilience on clinicians. A client’s 
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resilience positively impacts a psychologist but it does not occur in isolation. 
Resilience plays multiple roles in the therapeutic encounter (see above). The author 
has come to see the role of Resilience in clinical work as something pervasive.  
 
It is possible that this pervasiveness could permeate to higher levels of abstraction that 
could theoretically shape research regarding the positive impact of caring. Resilience 
is nothing more than a broad term that describes clusters of behaviours and skills that 
result in positive adaptation. The patterns of positive adaptation are varied, and can 
include transformative processes such as growth. Currently the two primary areas of 
inquiry into the positive impact of caring are VPTG and VR. If Resilience is viewed 
as something that is pervasive within clinical work, and encompassing growth, then it 
is possible that both concepts of VPTG and VR could be subsumed under a larger 
construct relating to Resilience. This could result in an umbrella construct with 
different vicarious patterns of impact.  
 
5.13 Chapter Conclusion 
The results of the current study raise many interesting points that should be 
considered when exploring the impact clients’ Resilience has on carers. Firstly, 
Resilience plays multiple roles in the therapeutic relationship. It is something that the 
both the client and psychologist have; psychologists are not dependent on experiences 
with resilient clients to form Resilience in themselves. Secondly, the impact of 
resilient clients may not be unique to such clients. Similar outcomes can be derived 
from being exposed to low resilient clients. Finally, how someone defines Resilience 
may impact what he or she takes from such experiences. These three points should be 
taken into consideration by future researchers examining this topic.   
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In conclusion, the impact that resilient clients have on clinical psychologists appears 
to be a largely positive and helpful experience that may aid psychologists’ ability to 
continue with their work.   
 
5.14 About the Author 
5.14.1 Introduction 
This section will attempt to help the reader understand the author and how the current 
research was conceived, conducted, and complied. The author will attempt this 
through examining three key ideas that have influenced him and the current research. 
These ideas will be discussed in the first person to attempt to capture the author’s 
motivation and perspective. In discussing these ideas the author hopes to shed light on 
the memos found in the results section. The three ideas to be discussed are: (1) 
Positive Psychology (2) Cognitive Science, and (3) Documentary Filmmaking.  
 
5.14.2 Positive Psychology 
Before I started my clinical training, I became aware of a major gap in my knowledge. 
This gap was positive human functioning. I felt I knew about normal and abnormal 
human behaviour because of my schooling, but I was never taught about optimal 
human functioning. I took it upon myself to try and fill that gap. Throughout my three 
years on the clinical training programme I have used assignments, presentations, and 
research as an opportunity to develop my understanding of positive psychology. This 
meant that I came into clinical training with a bias towards positivity.  
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The buzzwords when I started training were “self-care” and "vicarious trauma”, and 
we were encouraged to understand them. As I read about them, my self-imposed 
positive stance primed me to hone in on positive constructs such as Compassion 
Satisfaction and Vicarious Resilience. This is what led me to the topic of the current 
research.  
 
It was also my interest in positive psychology that influenced me to understand the 
topic of Resilience before investigating it. Many of the constructs within positive 
psychology can be considered conceptually weak and this can discourage researchers 
from trying to understand them. However, that does not mean they should be ignored 
or glossed over. They contain useful information, and they can guide research. My 
interest in positive psychology is what steered me towards the current research 
project, and an appreciation of positive psychological research helped guide the 
project.  
 
By the time I started interviewing participants, I had become familiar with positive 
psychology and Resilience. I understood these areas from a scientific perspective and 
I took that knowledge for granted; I assumed others shared my familiarity with these 
topics. It became apparent early on in the interviews that the participants had an 
intuitive, rather than scientific sense of Resilience. The process of defining Resilience 
occurred for participants as I questioned them on their understanding of it. I could see 
them trying to define it while also correcting themselves as they defined. This process 
was slow, and participants seemed unsure or nervous when they spoke of Resilience 
and resilient clients. However, the “in-the-moment” process of trying to define 
Resilience while being interviewed was ultimately fruitful. When participants reached 
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a point at which they could understand Resilience on the basis of their subjective 
experiences, they engaged more openly in the interview process.  
 
The newness of the topic stunted interviews initially. Nevertheless, I learned that if I 
gave participants the space to explore what Resilience meant to them, and probed 
them on their emerging definitions,  deeper insights resulted. For example, one of the 
initial outcomes participants reported regarding exposure to resilient clients was a 
generic description of it as a positive experience. As participants thought more about 
their experience with resilient clients, they began to define and redefine what 
Resilience meant to them. This resulted in a subjective consensus regarding 
Resilience. Once this consensus was reached, participants felt comfortable in giving 
deeper descriptions and interpretations for why working with resilient clients was 
experienced as positive.  
 
Looking back on it now, I think participants felt uncertain or even embarrassed 
regarding their lack of knowledge about the topic at hand. The interviews felt 
restrained, like the participants were worried that they would be seen as ignorant for 
discussing something of which they were unsure. However, when they were able to 
reach an understanding of what Resilience meant to them, it positively impacted the 
quality of the interviews.  
 
5.14.3 Cognitive Science 
I consider myself a psychologist first and foremost, but my interests and background 
are varied. I have studied areas such as cognitive science that have greatly impacted 
how I view constructs and theories. Cognitive science is an interdisciplinary approach 
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to cognition, and comprises areas such as psychology, philosophy, computer science, 
linguistics, neuroscience, and anthropology. Cognitive science attempts to gain a deep 
understanding of cognition. Achieving a deep understanding means appreciating the 
abstract, philosophical but also specific, fundamental aspects of a construct or theory.  
 
Cognitive science has taught me that, to offer a comprehensive understanding of 
psychological phenomena, you have to identify the processes and mechanisms behind 
the phenomena, and understand how that phenomena fits into a larger system. This 
has left an enduring impression on me that psychological phenomena, regardless of 
complexity, cannot be explained concisely. This view shaped how I approached my 
methodology; particularly my decision to choose constructivist grounded theory. I 
could argue that any of the three grounded theory methods could be used to answer 
the research question, but only constructivist grounded theory matches my view of 
how concisely psychological phenomena should be explained.  
 
For example grounded theory as a methodology works towards abstraction, which 
means that it subsumes data, codes, and themes into ever-larger and more abstract 
themes. While this is useful in developing an abstract understanding of phenomena, I 
believe that it can also hinder our understanding. By striving towards abstraction, we 
subsume large pieces of data into more succinct descriptions; we lose the finer 
subtleties from the data. The purpose of a theory is to explain phenomena, but it can 
be difficult to explain phenomena on the basis of an abridged process, category, or 
idea.  
 
	   143	  
Traditional grounded theory builds towards a core category that is believed to explain 
the phenomena at hand. I contend that no phenomena of even mild complexity can be 
explained by one thing. The constructivist grounded theory approach takes a more 
flexible approach to theory construction. It contends that core categories are not 
essential to the development of a good theory. I believe the flexibility of the 
constructivist grounded theory approach allows for the development of a theoretical 
understanding of a phenomena that can consist of many parts, ranging from 
fundamental details of processes to more abstract details such as context. The 
constructivist grounded theory approach is in line with my views on theory 
construction, which has been shaped by my exposure to cognitive science. This stance 
has resulted in a results section and model that is bulky, but also representative of the 
fundamental and abstract aspects of the phenomena at hand. 
 
At different points in the interviewing, transcription, and analysis phases I came back 
to my cognitive science roots. This can be seen in Memo Box 2 (Psychologists Love 
Context) and 3 (How and Why?). The first three or four interviews felt disordered and 
unwieldy. Participants were providing me with information about their work 
environment, difficult clients, and their personal philosophies regarding clinical work. 
I felt they were not answering the question:  “what is it like to be exposed to a 
resilient client?” However, I decided to put my cognitive science “hat” on, and looked 
at the data from a different, wider perspective. I began to see this “irrelevant” 
information in a different light. This information was providing me with a contextual 
basis for why working with resilient clients was important. Without such knowledge, 
the influence of resilient clients lacks significance.  
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I balanced this broad appreciation by trying to explore more process-orientated or 
implicit aspects of what clients were saying. It was not enough to simply know the 
resulting impact of exposure to resilient clients and the context it occurred in; I 
needed to have some understanding of why or how it occurred. It was this focus on 
the fundamentals of what was being said that helped to elucidate some of the possible 
reasons why resilient clients resulted in positive outcomes.  
 
By referring back to, and being guided by, my cognitive science roots I feel I was able 
to approach the data from several angles. This resulted in a bulky but informative 
model that represents a coherent springboard for future research.  
 
5.14.4 Documentary Filmmaking 
I love film and TV, and always have done. Over the past fifteen years, people have 
spoken about the “golden age” of television, and how it has surpassed film. While this 
may be true, there is one genre of filmmaking that has been excelling in quality: 
documentaries. Throughout the process of conducting the current research, I have 
watched countless documentaries and I have come to believe there are enormous 
similarities between qualitative research and documentary filmmaking.  
 
Documentarians approach a film with a specific phenomenon or question in mind, 
which could be argued to represent a research question. They then go out into the 
field to observe and capture the phenomenon on film. This could be argued as being 
akin to the collection of data from a research perspective. The filmmaker then 
compiles the film and edits it to create some narrative structure. This is similar to the 
analysis and writing up of phases of a qualitative project.  
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Both qualitative research and documentary filmmaking focus on subjectivity, and are 
wary of the constructivist and relativist nature of their end product, and try to account 
for it. For example, most qualitative methods recognise that what they produce is an 
interpretation of an interpretation, and try to account for potential biases through 
reflexivity. Documentarians realise that they shape their final product by the questions 
they ask and how the end product is edited. To counteract this, they often refrain from 
making judgements on screen, and prefer to present the raw data (i.e. what was 
captured on film) directly on screen and allow the viewer to make judgements. 
Qualitative researchers manage bias by acknowledging it and accounting for it in the 
analysis process; documentarians manage bias by presenting the raw data and 
allowing others to make judgements. 
 
The above paragraph briefly outlines the layers of subjectivity and bias that can 
accompany qualitative research and documentary filmmaking. Qualitative research, in 
particular constructivist grounded theory, prides itself in recognising the limitation of 
its interpretations. It acknowledges that what it gives the world is an interpretation 
(i.e. researcher’s analysis) of an interpretation (i.e. the participant’s experience). 
Qualitative research sees two layers of subjectivity and analysis: the researcher and 
the subject. However, documentaries see three levels of subjectivity and analysis: the 
filmmaker (i.e. researcher), the subject(s) of the film (i.e. participant(s)), and the 
audience. 
 
The audience represents a significant interpreter of a film’s final product. I believe the 
same is true of qualitative research. Analysis does not end when the qualitative 
	   146	  
researcher publishes the work; it merely takes a new form. It is the reader and 
scientific community that have the final say on what the research means and what is 
taken from it going forward. I have come to believe that qualitative researchers, 
myself included, need to be vigilant in how we present our results to the public and 
need to guard against misinterpretation and erroneous assumptions by others. I have 
tried to protect against this by providing detailed discussions of the implicit and 
explicit assumptions underlying my results and model. I have learned to appreciate 
the third level of analysis and subjectivity that documentarians, but not necessarily 
qualitative researchers, grasp.  
 
5.14.5 Conclusion 
This section discussed three ideas that have influenced how I conceived, conducted, 
and complied the current research. These ideas also reflect aspects of what I believe, 
and how I think about the world. I seek out the positive, sometimes at the expense of 
the negative. I appreciate both the practical and philosophical, the minute detail and 
abstraction. I also believe that research, especially qualitative research, fails to 
acknowledge a layer of subjectivity and analysis that can impact how it is received 
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Appendix A 
 
Interview Schedule from Hernandez, Gangsei, & Engstrom (2007) Investigation 
of Vicarious Resilience (P. Hernandez, Personal Communication, 12/12/13) 
 
Interview Questions © 
 




How many years of experience do you have as a psychotherapist: 
How many years of experience do you have working with clients (victim or his/her 
relatives) who suffered persecution or kidnapping: 
How many clients (victim or his/her relatives) have you treated over these years? 
Describe your training as a clinician: 
Describe your training in the field of traumatic stress: 
(formal and informal training) 
Describe your training in the field of resilience: 
(formal and informal training) 
 
PART II. 
1) Tell me about a case of someone who left a strong impression on you because of 
his/ 
her/their abilities to cope with adversity. 
2) Clients who suffer from traumatic stress impact us in many ways. Sometimes we 
identify the impact as secondary traumatic stress or vicarious trauma. We are 
interested in exploring the possibility of the opposite process: vicarious resilience. Do 
you have any thoughts about how you may have been positively impacted by your 
clients’ 
ways of coping with adversity? 
3) What was the most challenging aspect that you had overcome from working 
with survivors of political persecution or kidnapping? How did you do this? 
What helped you to do this? 
4) What challenges have you witnessed your clients overcoming in the 
therapeutic process? 
5) What about your work with your clients was helpful to them? 
6) What aspects of resilience can you better understand now as a result of your 
work with these clients? 
7) Have you noticed ways in which you have changed since hearing your clients’ 
stories of coping with adversity? In what ways have you changed? How is your 
life different? 
8) When did you see your clients realizing that they could go ahead with their 
life? What processes did you observe? How did they do that? 
9) Where and when is it all right to talk about the impact of your clients on 
yourself? 
10) We have been exploring the concept of “vicarious resilience,” do you have 
thoughts 
about how this concept could be useful in clinical theory and practice? 
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Appendix B 
 






My name is Ian Curran. I am a trainee clinical psychologist from the University of 
Limerick.  I am currently looking for participants to participate in my research 
project. I am interested to see how client’s resilience impacts clinical psychologists. I 
am investigating the question, ‘How are clinical psychologists affected by clients 
ability to adapt to adversity (Resilience)?’ 
 
I am emailing to enquire if you could forward a recruitment email to psychologists in 
your area. If you agree I can send the email to you and you can then forward the email 
on to the psychologists in your area.  
 
Your help would be greatly appreciated, 
 
All the best, 
 
Ian Curran 
Psychologist in Clinical Training.  
	  
 
EHSREC approval number: 
 
This research study has received Ethics approval from the Education and Health Sciences 
Research Ethics Committee (quote approval number). If you have any concerns about this 
study and wish to contact someone independent you may contact:  
Chairman Education and Health Sciences Research Ethics Committee  
EHS Faculty Office  



















My name is Ian Curran. I am a trainee clinical psychologist from the University of 
Limerick.  I am currently looking for participants to participate in my research 
project. I am interested to see how client’s resilience impacts clinical psychologists. I 
am investigating the question, ‘How are clinical psychologists affected by clients 
ability to adapt to adversity (Resilience)?’ 
 
Participation in this study involves a 60-minute interview. I am looking for clinical 
psychologists who have a minimum 2 years experience and who work primarily with 
adults (this includes older adults).  
 
Attached is more information on the study. If you wish to participate you can email 
me back to arrange a date and time of your convenience. 
 
Your participation would be greatly appreciated, 
 
All the best, 
 
Ian Curran 
Psychologist in Clinical Training.  
	  
 
EHSREC	  approval	  number:	  
	  
This research study has received Ethics approval from the Education and Health Sciences 
Research Ethics Committee (quote approval number). If you have any concerns about this 
study and wish to contact someone independent you may contact:  
Chairman Education and Health Sciences Research Ethics Committee  
EHS Faculty Office  
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Appendix D 
 





Research Question: “How are clinical psychologists affected by clients ability to 
adapt to adversity (Resilience)?” 
 
Information: You are being asked to participate in a research study examining the 
positive impact caregiving can have on clinical psychologists. Research is being 
conducted by Ian Curran, trainee clinical psychologist from the University of 
Limerick and being supervised by Dr. Barry Coughlan, assistant director of clinical 
psychology at the University of Limerick. In this study you will be asked to 
participate in an interview lasting approximately 60-minutes examining your 
experiences with clients who have coped with, and adapted to, adversity. An 
opportunity will be made available for a follow up interview lasting approximately 15 
minutes that will go through the results of the first interview and explore themes that 
may have emerged from it.  
 
Benefit/Risk: Discussing the impact of clients on psychologists may result in 
disclosure of the negative impact of such experiences. In such cases participants 
will be advised of agencies such as the employment assistance programme (EAP). 
By investigating the positive impact helping can have on clinical psychologists it 
is possible that information can be gathered that could provide a new way of 
approaching self-care.  
 
Confidentiality: Data collected from the interviews will be anonymized during 
transcription. All anonymized information will be stored on password-protected 
computers for a period of 7 years and will then be deleted. Results from this study 
will be used as part of an academic project for the co-investigators involvement in 
a clinical psychology training program in the University of Limerick. You reserve 





(Field Researcher, Ian Curran): email 13016105@studentmail.ul.ie  
(Principal Investigator, Barry Coughlan): email: barry.coughlan@ul.ie ; phone 
number: (0) 61 234345.  
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EHSREC	  approval	  number:	  
 
This research study has received Ethics approval from the Education and Health Sciences 
Research Ethics Committee (quote approval number). If you have any concerns about this 
study and wish to contact someone independent you may contact:  
Chairman Education and Health Sciences Research Ethics Committee  
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Appendix E 
 





Research Question: (How are clinical psychologists affected by clients ability to 
adapt to adversity?) 
 
Prinicipal Investigators: (Dr. Barry Coughlan)  
Co-Investigator/Field Researcher): (Ian Curran, Trainee Clinical Psychologist) 
   
You are being asked to participate in a research study.  In order to decide whether or 
not you want to be a part of this research study, you should understand enough about 
its risks and benefits to make an informed judgment.  This process is known as 
informed consent.  This consent form gives detailed information about the research 
study, which will be discussed with you.  Once you understand the study, you will be 
asked to sign this form if you wish to participate. 
 
Section B 
I. NATURE	  AND	  DURATION	  OF	  PROCEDURE	  (S):	  	  
II. Research	   has	   shown	   that	   professionals	   who	   help	   individuals	  
struggling	  with	  behavioral	  or	  mental	  health	  difficulties	  can	  sometimes	  
be	  negatively	  affected	  by	  this	  experience.	  Recently	  research	  has	  begun	  
to	  focus	  on	  the	  possible	  beneficial	   impact	  of	  such	  work.	  The	  purpose	  
of	   this	   study	   is	   to	   further	   our	   understanding	   of	   the	   positive	   impact	  
that	  helping	  can	  have	  on	  clinical	  psychologists	  work.	  	  
III. This	   study	   involves	   participating	   in	   an	   interview	   lasting	  
approximately	   60	  minutes.	   During	   this	   interview	   you	   will	   be	   asked	  
about	  how	  you	  have	  been	  impacted	  by	  clients	  who	  have	  adapted	  to,	  or	  
coped	  with,	  adversity.	  	  
IV. You	  will	   be	   provided	  with	   an	   opportunity	   to	   engage	   in	   a	   follow	   up	  
interview.	   The	   follow	   up	   interview	   will	   last	   approximately	   60-­‐
minuties	  and	  will	  examine	  the	  results	  from	  the	  first	  interview.	  
 
II. POTENTIAL RISKS AND BENEFITS:  
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 Discussing the impact of clients on psychologists may result in disclosure of the 
negative impact of such experiences. In such cases participants will be advised of 
agencies such as the employment assistance programme (EAP). By investigating 
the positive impact helping can have on clinical psychologists it is possible that 
information can be gathered that could provide a new way of approaching self-
care. 
 
Section C                                                                     
 
AGREEMENT TO CONSENT 
  
The research project and the research procedures associated with it have been fully 
explained to me. I have had the opportunity to ask questions concerning any and all 
aspects of the project and any procedures involved.  I am aware that participation is 
voluntary and that I may withdraw my consent at any time. Confidentiality of records 
concerning my involvement in this project will be maintained in an appropriate 
manner.  When required by law, the records of this research may be reviewed by 
government agencies and sponsors of the research. I have received a copy of this 
consent form for my records.  I understand that if I have any questions concerning 
this research, I can contact the investigator(s) listed above.   
  
 After reading the entire consent form, if you have no further questions about 




(1) I hereby give my consent to partake in the interview and allow the results to be 















EHSREC	  approval	  number:	  
 
This research study has received Ethics approval from the Education and Health Sciences 
Research Ethics Committee (quote approval number). If you have any concerns about this 
study and wish to contact someone independent you may contact:  
Chairman Education and Health Sciences Research Ethics Committee  
EHS Faculty Office , University of Limerick, Tel (061) 234101. 
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Appendix F 
 
Interview Schedule (used at beginning of research) 
 
My name is Ian Curran; I am a trainee clinical psychologist. Firstly I’d like to thank 
you for agreeing to participate in this interview, it is greatly appreciated. The 
interview will last approximately 60 minutes and will be looking to gain insight into 
the question ‘How are clinical psychologists affected by clients ability to adapt to 
adversity (Resilience)?’ Research has taught us a lot about how working with 
individuals who have experienced trauma and adversity can have a negative impact 
upon mental health professionals. There is some new research that suggests the 
opposite is possible. I’m interested in looking at how client’s stories of adapting to/ 
coping with adversity have influenced you and your work. I’d like to just clarify what 
I mean by adversity. When I say adversity I mean any difficult a client might have 
experienced ranging from bad luck and misfortune to tragedies and disasters. Before 




(1) Tell me about the kind of work you do/ clients you see? 
(Probes= How long have you been doing this work? ; What type of difficulties do 




(1) What is your opinion about the idea that something positive can come from 
something negative?  
 
(2) What does the term resilience mean to you?  
 
(3) What is it like to work with clients who display resilience?  
 
Part 3 
I’d like to spend some time now talking about specific cases where clients you have 
worked with have displayed resilience and the impact it has had on you. 
 
(1) Tell me about a case of someone who left a strong impression on you because of 
his or her (resilience) ability to adapt to adversity. (Probes: Describe the 
circumstances surrounding this case. // Why is this case significant? // What did the 
person do that left an impression upon you? // Why do you think it left an impression? 
// How would you describe the outcome of this case/ impact upon you? (REPEAT 
QUESTIONS FOR ANOTHERCASE). 
 
(2) How have the case/s you’ve mentioned influenced how you adapt to adversity?  
 
(3) In what way have the cases you’ve mentioned affected you? 
 
(4) Generally speaking, do you feel working with people who have experienced 
adversity can have positive outcomes for the helper? 
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(5) Are there downsides to working with resilient clients? 
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Appendix G 
 




(1) Tell me about the kind of work you do/ clients you see? 
(Probes= How long have you been doing this work? ; What type of difficulties do 




(1) What does the term resilience mean to you?  
 
(2) What is it like to work with clients who display resilience? (Explore low levels 
also) 
 





I’d like to spend some time now talking about specific cases where clients you have 
worked with have displayed resilience and the impact it has had on you. 
 
(1) Tell me about a case of someone who left a strong impression on you because of 
his or her (resilience) ability to adapt to adversity. (Probes: Describe the 
circumstances surrounding this case. // Why is this case significant? // What did the 
person do that left an impression upon you? // Why do you think it left an impression? 
// How would you describe the outcome of this case/ impact upon you? (REPEAT 
QUESTIONS FOR ANOTHERCASE). 
 
(2) How have the case/s you’ve mentioned influenced how you adapt to adversity?  
 
(3) In what way have the cases you’ve mentioned affected you? 
 
(4) Its been suggested that clinical psychologists need to have a certain level of 
resilience to do the work. (1) What do you think about that idea? (2) What do you 
think contributes to a psychologists resilience.   
 
(5) It has been suggested that working with resilient clients brings a certain level of 
gratification, satisfaction, or other positive feelings. What satisfaction or positivity do 
you get from working with resilient clients? What impact do such experiences have 
on you and the work? 
 
(6) Do you have anything else you would like to add? 
 
THEMES OR WORDS TO KEEP AN EYE OUT FOR & EXPLORE 
 
MEANING/ PURPOSE 
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DIFFERENT EXPEREINCES/ ENERGY/COMPARING/ MOVEMENT 
 
DOING WELL/PROGRESSING  
 












































Interview 2 went well. The participant was very open, honest, and articulate.  
 
As the interview went on and we discussed his experiences with resilient clients, 
particularly the gentleman he worked with who had experienced institutional abuse, 
he seemed happy. Visibly he became happier; he smiled and laughed more and his 
posture was relaxed. He also talked about the idea of positivity within the work. He 
said it was “sparse” but it seemed to be focused on the experiences he had with 
resilient clients and in particular the gentleman he discussed at length. I’m wondering 
about that positivity more. The case was a hard one but it seemed to be a positive one. 
Why so? Why was it positive and what’s it like when you have an experience like 
that? (EXPOLRE MORE).  
 
“He was able to appeal it” 
  
This was an interesting note I made during the interview. He mentioned the clients 
ability a couple of times but he seemed particularly impacted by the fact that despite 
everything the client experienced he was able to appeal the court decision from the 
institutional address board. This idea of being able or having ability permeated 
throughout his discussion of resilient clients. There was a real kinetic sense to his 
descriptions as well. Things were moving and happening and it was all very energetic 
and he would get more energetic as he talked about the energetic nature of working 
with such clients.  
 
Resilience direction 
He mentioned the idea that psychologists need resilience to do the work and if we 
don’t have it they wont last. A similar idea came up in interview 1 but it was more 
salient here. I’m wondering what impacts if any does a psychologist’s resilience have 
on a client? This is something I feel I should touch on as it may be informative but it 
doesn’t really deal directly with my RQ at hand. What does that say about my 
question then? I asked the participant about the impact of clients’ resilience and he, 
throughout the course of the interview, discusses his resilience and his need for it and 
the impact that has on the work. What does that say then about the therapeutic 
relationship? Relationships, or at least good ones, are bi-directional. Could that be 
true of resilience? If I assume that the relationships are bidirectional then I cant know 
what impact the psychologists resilience would have on the client or the work unless I 














“Restoring Faith in Therapy” 
 
Is it only when psychologists work with clients that do well or progress that they 
begin to see that their craft works? It seems that resilient clients are more likely to be 
successful or progress in therapy because of what they bring. So does working with 
resilient clients confirm what the psychologist has been thought to believe? Can a 
psychologist know that therapy works before experiencing it? If not, what do they go 
out into the field with initially? Are they working off faith until they experience it? 
Are we, at the start at least, nothing more than a faith-based discipline? How do we 
differ from religion then? 
 
Because of my current situation as a clinical trainee I am painfully aware of the 
amount of uncertainty within this work. I’ve been thought and told that what we do 
works, and logically what I’ve been told makes sense, but I haven’t seen it or 
experienced it until training.  
 
The idea of having ones faith/belief restored carries with it connation’s that the faith 
or belief was in place, then diminished or reduced in some way, and then repaired. So 
it not like my situation where I’m trying to validate a theoretical or faith based stance. 
The faith was there but experiences eroded away at it. What kind of experiences 
would do that? Makes sense that if resilient clients restore it then maybe low resilient 
deplete it? Without restoration of beliefs what would the work be like? Need to 
explore more.  
 
But where does this fit in the larger context of working with a resilient client? It’s not 
like the resources they bring. It’s not an attribute or a learned skill that the client has. 
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Appendix J 
 




Hope you're well. I've transcribed and coded your interview and I’ve a couple of 
follow up questions I’d like to ask, should only take 15-20 minutes. If you'd like I 
could ask you them over the phone or we could meet in person again. Its whatever 
suits yourself. This will also give you a chance to review the transcript from the 
previous interview. I can forward on a copy of the transcript if you wish. 
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Appendix K 
 
Example of Follow-Up Interview Schedule from Interview 6 
	  
(1) Go over transcription and analysis process with participant and what emerged. 
Offer copy of transcript and get their feedback. 
(2) You mentioned the idea that it is gratifying to see clients improve and that in 
some ways psychologists need that experience. Could you tell me more about 
that? 
(3) The idea of meaning or purpose came up when you talked about working with 
resilient clients. What did you mean by that? Could you tell me more? 
(4) It seemed to me that there was an implicit assumption in how you spoke about 
resilient clients that they were more likely to improve. Is that a fair 
interpretation? What are your thoughts on that idea? 
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Appendix L 
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Appendix M 
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Appendix N 
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Appendix O 
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Appendix Q 
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Appendix R 
 
Collaborative Crusade Theme 
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